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TUBERCULOSIS IN THE 
BROAD FIELD OF RESEARCH 


Tuberculosis research has been on a long, 
long trail, a “dark and devious journey” 
with only an occasional flash of light, giving 
to those who were fortunate enough to strike 
the flint, a bright immortality. Hippocrates 
without historical background must have 
done considerable clinical research, both de- 
velopmental and applied, before his funda- 
mental description of the disease appeared. 
Aretaeus could not have clarified and ampli- 
fied this description seven hundred years 
ater without similar research. Galen’s keen 
mind must have been engaged in clinical and 
‘limatological research long before he de- 
‘ided to send his jaded Roman patients with 
‘uleer of the trachea” to the balmy zones 
ibout Vesuvius, where they could rest on 
he most beautiful beach in the world with 
varm milk from contented cows brewed by 
he herbiage on the slopes of milk mountain, 
vhich according to Galen, was peculiarly 
‘avorable for the production of therapeutic 
nilk. It required research for Franciscus 
Sylvius (17th Century) to gather up the 
ost threads and to strengthen the frail fab- 
‘ic with his pathological concepts and his 
nore specific definition of “tubercle”’. 

In this vein the golden thread of truth 
‘an be followed throughout the ages with 
‘aluable accretions from time to time 
hrough the untiring efforts of research 
vorkers, whether historical, social, statisti- 
al, epidemiological or basic. But for the 
ake of brevity the story must move rapidly 
‘ith obvious omissions yet with sufficient 
mtinuity to show that while in the 17th 
entury tuberculosis mortality was running 
igh in Great Britain, the spirit of clinical 
search descended upon certain members 
* the medical profession thus initiating 
iree successive centuries of critical en- 
eavor. Here the golden thread may be dis- 
vered running consistently through the 
ig-zag course of controversial issues with 
1e constant acquisition of new truths. To 
iention only a few important workers in 


this British group we list Bennet, Willis, 
Sydenham, Morton, Marten, Stark, Carson, 
Beddoes, Baillie, Bodington and Budd. 

These workers believed in the communi- 
cability of tuberculosis; they charted its 
clinical course and added to the knowledge 
of its pathology; they established the rest 
cure and advocated artificial pneumothorax. 
In the limited light at hand it is astonishing 
how well this group of British workers pre- 
pared the way for the more formal and basic 
research across the channel beginning with 
Auenbrugger in the middle of the 18th Cen- 
tury. The meticulous striving of Auenbrug- 
ger for the perfection of percussion, his 
Inventum Novum and its belated popular- 
ization by the ingenious industry of Corvi- 
sart and Laennec and the further clinical 
and pathological advances of the French 
group are so well known, a detailed descrip- 
tion of their remarkable investigations is 
unnecessary. 

Important contributions were made by 
Corvisart, Bichat, Bayle, Louis Laennec, 
Piorry and Villemin. Most remarkable are 
the phenomenal results of Laennec’s clinical 
researches and Villemin’s proof of the com- 
municability of tuberculosis by animal 
inoculation. This was only a short time be- 
fore Brehmer and Trudeau, following Bod- 
ington’s lead, developed sanatorium man- 
agement and only 15 years before Koch dis- 
covered the tubercle bacillus. In the effulgent 
light of this phenomenal discovery, Ville- 
min’s brilliant accomplishment was almost 
forgotten. This identification of the specific 
cause of tuberculosis tagged the tubercle 
bacillus as a nefarious killer and caused 
Koch to continue his research with the hope 
that his old tuberculin might forever thwart 
the enemy’s destructive powers. But he was 
doomed to disappointment. While his tuber- 
culin proved not to be curative, it was found 
to have important diagnostic possibilities. It 
was natural to conclude that since the spe- 
cific cause of tuberculosis was known, the 
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ubiquetous bug could be tracked down and 
shot on the spot, but Koch had not found 
the deadly ammunition. The man-eating lion 
could be trailed to his lair and promptly dis- 
patched but not the tubercle bacillus. 


Though continued research has extracted 
many of the wary bug’s secrets, it continues 
to demand its “pound of flesh”. Through its 
own unexplained but ingenious powers of 
adaptation it develops an effective armor 
against even the most promising chemo- 
therapeutic agents. 

Koch’s discovery of the tubercle bacillus 
and his failure to develop a cure resulted 
in a continuous, concerted effort to gain ad- 
ditional knowledge and to find more effective 
methods of control while hopefully awaiting 
a cure. At the turn of the 19th Century, 
relatively aloof from the current materialis- 
tic urge, physicians pooled their convictions, 
their knowledge, their skills and their in- 
fluence in the broad field of tuberculosis re- 
search which more recently has been direct- 
ed chiefly toward the discovery of thera- 
peutic ammunition. Though modern chemo- 
therapy has caused the enemy to run for 
cover, often leaving the field of battle in a 
peaceful calm, the cunning bacillus may 
soon return with the pride and power of a 
newly acquired resistance. 

Side by side, all over the world this baf- 
fling bacillus and the research workers are 
fighting it out in the laboratory, in the 
clinic, in the sanatorium and in the field of 
general practice with the finish far in the 
future. 

Those who doubt the mounting interest in 
this disease and the resulting research have 
only to check the Index Medicus and the 
quarterly index over a period of years. Ac- 
cording to recent statistical studies approx- 
imately seven million dollars were spent in 
research on tuberculosis in the United 
States during a 12 month’s period in 1947- 
48. 

It may be said just as in the failure of 
Koch’s tuberculin the therapeutic limitations 
of streptomycin have stimulated research, 
and that successive disappointments in the 
field of specific therapy will result in the 
additional expenditure of fabulous sums. 

There is a universal feeling that there 
must be some way to rob this bypassing 
bug of his bag full of tricks. 

Perhaps it is not too much to hope that 
the tubercle bacillus may place its stimulat- 
ing stamp upon an inquiring genius in the 
field of research who will not stop short of 
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the answer. How wonderful if Oklahoma’s 
own Research Foundation might carry the 
torch. 


1. Brown, Lawrason, The Story of Clinical Pulmonary Tu- 
berculosis. Baltimore, Williams and Wilkins Company. 1941 


2. Cameron, Virginia. Analysis of Allocations in 1947-48 
The American Reriew of Tuberculosis. 60:4:393 (October) 
1949. 

3. Cummins, Prof. S. Lyle. Tuberculosis in History. Balti- 
more. The Williams and Wilkins Company. 1949. 

4. Long, Esmond R. Editorial, The Cost of Tuberculosis 





Research. The American Review of Tuberculosis. 60:4:527 
1949. 

>». MeLeod, Riggins H., and Corwin, Hinshaw H. Strepto 
mycin and Dehydrostreptomycin in Tuberculosis. N.T.A. 1949 

6. Moorman, Lewis J. “Our Knowledge of Tuberculosis 
4,000 Years Accumulation—40 Years Application’. Presidential 
Address. Transactions of the Fortieth Annual Meeting. Ameri 
ean Tuberculosis Association, 1944 

CHEMOTHERAPY 


In the 1950 issue of Medicine of the 
Year', which should be on the desk of every 
practicing physician for ready reference, 
much authentic knowledge appears in con- 
centrated form ready for immediate appli- 
cation. 

Among the interesting gleanings from the 
year’s progress is the brief discussion of 
“Chemotherapy and Antibiotics”. Disregard- 
ing limited space, the following pertinent 
lines are being quoted for the benefit of 
those who may not have this second issue 
at hand. 

“It has been further experienced that the 
use of the chemotherapeutic and antibiotic 
drugs has not lessened the necessity for 
adequate drainage of definitely established 
suppurative foci in the ear, mastoid, nasal 
accessory sinuses, pharynx or neck. As pre- 
viously anticipated, the bubble of penicillin 
‘mist’ has burst and become a ‘myth.’ It has 
proved to be of little or no value in the 
treatment of sinus disease, and the use of 
these agents by local instillation in sinus di- 
sease, has left much to be desired. Nor does 
sinus disease respond to parenteral use after 
the stage of suppuration has passed. There 
seems to be little justification for the cur- 
rent enthusiasm in regard to penicillin when 
used locally in the mouth and throat. The 
increasing number of angry red, extremely 
sore throats from the local ‘prophylactic’ 
use of this agent attests to its possible haz- 
zards and abuse. An admonition seems time- 
ly in regard to the possible injurious effects 
in the absence of infection. The normal bac- 
terial flora of the throat may be altered tc 
include harmful organisms. It is to be em- 
phasized also that prolonged employment of 
the antibiotic may produce resistant organ- 
isms which fail to respond to therapy at 
some future time when the effect is sorely 
needed. The greater palatability of the 
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lozenge has not increased its effectiveness 
in combating tonsillitis and pharyngitis. 
There is sufficient clinical evidence, how- 
ever, to support the contention that its sys- 
temic administration is of distinct advan- 
tage in the treatment of acute tonsillitis, 
Plaut-Vincent’s infections and in combating 
the possible extension of retropharyngeal, 
peritonsillar and neck infections. It is also 
obvious that when suppuration supervenes 
in these conditions, adequate surgical drain- 
age becomes a must.” 

In the promiscuous employment of peni- 
cillin lozenges the possibility of a painful 
local reaction with fiery red mucous mem- 
branes should not be forgotten. Neither 
should the occasional distressing and disabl- 
ing allergic reactions be lightly overlooked. 


These brief remarks may cause the 
thoughtful members of the profession to re- 
consider the. possibility of overworking and 
even wasting valuable and costly chemo- 
therapeutic and antibiotic agents by employ- 
ing them without clear cut indications. It 
must be admitted that the field is wide and 
decisions often difficult. 

In the 1950 “Current Therapy’” the index 
lists the use of penicillin in 76 diseases and 
conditions in addition to a dozen sub-list- 
ings under syphilis and an equal number 
under pre-operative and post-operative con- 
litions. 

Truly there is great need for careful diag- 
nostic studies, sound appraisals and wise 
decisions in the therapeutic applications of 
these remarkable remedies. 


1. Medicine of the Year. Editorial Direction by John B 
Youmans, M.D. Philadelphia. J. B. Lippincott Company. 1950 
2. 1950 Current Therapy. Edited by Howard F. Conn, M.D 
Philadelphia. W. B. Saunders Company 





AIMS 

Strange to say, this is an alphabetical 
abbreviation for an organization known as 
the Association of Internes and Medical Stu- 
dents. According to reports coming from 
eastern compuses this organization has as 
its object the advancement of students. An 
editorial in “Philadelphia Medicine” indi- 
‘ates that such an association is now operat- 
ing in three of Philadelphia’s five medical 
schools. These student organizations are af- 
iliated with the International Union of Stu- 
lents with headquarters in Prague, Czecho- 
slovakia. 

It is doubtful if Ameican students so or- 
yanized have ulterior aims but people with 
mature minds and a reasonable knowledge 
if present trends can see red in the innocent 
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sounding abbreviation and they cannot imag- 
ine the theme of such an organization find- 
ing expression in “God Bless America’”’. 

It is inconceivaile that our own medical 
school in the freest section of the last free 
country in the world could harbor such an 
association. But we stand alerted and we 
pray that our students enjoying opportuni- 
ties and facilities provided by the taxpayers 
of the state will appreciate their blessings 
and treasure their freedom and keep them- 
selves aloof from entangling connections with 
international bodies of questionable birth. It 
is difficult to believe that midwest medical 
students having been brought up in the pure 
atmosphere of unadulterated Americanism 
would ever take the risk of contamination 
by the sulfurious fumes so often arising in 
the course of European politico—socio-eco- 
nomic unrest. Good Americans will never 
capitalize questionable aims. 





THE AMERICAN CANCER SOCIETY 
AWARD 

On behalf of the members of the State 
Medical Association The Journal congratu- 
lates Doctor Everett S. Lain, the worthy 
recipient of the 1950 American Cancer 
Award Medal. The choice of Doctor Lain 
for this honor was based upon his nomina- 
tion by the Oklahoma Division of this so- 
ciety “in recognition of his important con- 
tributions to the control of cancer.” 

Though Doctor Lain received the award 
he will be the first to give credit to all phy- 
sicians, nurses and non professional work- 
ers who have participated in the work of the 
Oklahoma Division of the American Cancer 
Society. 

Reproductions of the bronze medal and 
the certificate of award received by Doctor 
Lain are published elsewhere in The Journal. 





CANCER PACKAGE LIBRARY 
NOW AVAILABLE 


Reprints on cancer covering the majority of articles 
published in the past 10 vears are now available 
through a package lending library of the national of 
fice of the American Cancer Society, 47 Beaver Street. 
New York 4, N, Y. . 

Available to doctors and research workers requesting 
it, the service is sent post paid with the individual 
requesting the reprints paying the return postage 
Reprints should be returned within two weeks. Phy 
siclans are urged to be as specific as possible, avoiding 
general requests. For example, the volume of materials 
on cancer of the thyroid is obviously very great and 
to mail material of this bulk is impractical. However, 
if cancer of the thyroid-radioactive iodine as treatment 
is specified, the objectives of the reprint library would 


be served, 
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DIAGNOSIS AND TREATMENT OF SINUS 
AND SO-CALLED SINUS DISEASE* 


CHAS. D. BLASSINGAME, M.D. 


MEMPHIS, TENNESSEE 


As the title of our paper suggests, we will 
discuss the diagnosis and treatment of sinu- 
sitis and its differential diagnosis from 
those allied conditions which may stimulate 
sinusitis clinically. The presence of a post 
nasal drip or the occurrence of an attack 
of sneezing does not necessarily imply that 
a patient will have sinusitis the rest of his 
life. Neither should an acute head cold be 
dismissed with the time worn expression 
that a head cold if treated will get well in 
one week, and if not treated will recover in 
seven days. An insight into the diagnosis 
and treatment of sinusitis and the allied 
conditions can best be visualized by the fol- 
lowing classification. 1. The common virus 
head cold. 2. Bacterial infections of the 
sinuses, acute and chronic. 3. Nasal allergy. 
While these three conditions are separate 
and distinct clinical entities, there are many 
instances in their symptomology suggesting 
a similarity in origin and their true dif- 
ferentiation can only be established by their 
individual analysis. 

The common cold itself is an ill-defined 
clinical syndrome, which is thought to arise 
as a result of infection. The infection which 
causes the cold, upon experimental and clin- 
ical grounds, is now conceded to be a filter- 
able virus. 

It is necessary to determine if a given 
cold is due to an infection or merely repre- 
sents a nasal reaction resulting from some 
less harmful cause. Many surgical operations 
have been postponed unnecessarily because 
of symptoms brought about by a change of 
weather or an emotional upset. 

The clinical picture of a cold is as fol- 
lows: The incubation period is from a few 
hours to three days. The onset is often 
characterized by a sensation of irritation 
and fullness in some part of the upper res- 


*Presented before the General Session at the Annual Meeting 
of the Oklahoma State Medical Association May 17, 1949. 


piratory tract, commonly the naso-pharynx. 
At first, there may be an attack of sneezing, 
followed quickly by a copious nasal dis- 
charge. There may be chilly sensations, 
headache, malaise, non-productive cough and 
vague aching of the extremities. The tem- 
perature may range up to 101°F. Physical 
examination reveals that the nasal mucosa 
is swollen and red, the nostrils are more or 
less occluded, the conjunctiva is injected, 
the pharynx shows some inflammatory re- 
action. The upper cervical glands are usual- 
ly tender and slightly enlarged, the hearing 
is impaired and the sense of smell is dimin- 
ished. At first the nasal discharge is watery, 
later becoming viscous and ropey. It may 
eventually become purulent. If complications 
do not develop, the attack does not last 
longer than a week. Marked variations, in 
the course of the disease may occur both in 
duration and severity. In the milder forms it 
may be mistaken for the syndrome brought 
about by changes in the weather, emotional 
storms, etc. 

As to the treatment of a virus cold; when 
symptoms and physical signs are definitely 
established, the patient should be put to bed 
from one to three days, depending upon the 
severity of the infection. There is no effec- 
tive treatment except that which is directed 
toward the relief of symptoms, the comfort 
of the patient and the promotion of the nor- 
mal functions of the body and the physiology 
of the nose. As yet there is no known anti- 
biotic or chemotherapeutic agent. Each phy- 
sician is at liberty to choose his own fa- 
vorite sedative for relief of symptoms and 
catalytic agent to stimulate more effective 
metabolism. 

At the termination of the active part of 
a virus cold, say at the fifth or seventh day, 
patients will have accumulated, in the max- 
illary sinuses, serous exudate, mucoid ma- 
terial and desquamater epithelium, which in 
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a majority of instances will be spontaneous- 
ly discharged from the nose and the pa- 
tients promptly recover from the attacks. 
Many of the patients, however, are unfor- 
tunate in that the exudate remains in the 
antra and becomes a source of chronic lo- 
cal and metastatic infection. It is this group 
of virai colds, which inadequately treated, 
constitute a large percent of the cases of 
chronic sinusitis. In the presence of this 
critical stage of the disease, it is mandatory 
that the retained secretions be removed from 
the maxillary sinuses. In the ordinary run 
of cases of this character, one or two irri- 
gations will suffice to insure a complete re- 
covery. 

Acute bacterial sinusitis, in some _  in- 
stances, may result primarily from the bac- 
teria ordinarly prevalent in the nasal pass- 
ages. In a much larger percent of cases, 
however, the infection is superimposed upon 
a viral cold infection wich seems to offer 
a favorable environment in which the bac- 
teria develop most luxuriously. 

The physiology of the nose is such that a 
static relationship between the bacteria 
which are present in the nose and the 
»pithelial cells with which they come in con- 
tact cannot be established without an in- 
termediary agent to initiate the first step in 
an inflammatory reaction viz. injury to the 
issue cell. In this instance, the virus has 
ntroduced the initiating injury factor which 
enables the epithelial cells to attack the 
hacteria which are immediately present, in- 
volving them in the progressive steps of an 
nflammatory episode, resulting in the pro- 
luction of pus and tissue reaction character- 
istic of infection. This significant phase of 
bacterial invasion may occur either in the 
active part of a virous infection or in the 
subacute phase when the antral mucosa is 
vaterlogged by the residual exudates which 
1ave unfortunately remained in the maxil- 
lary sinus. 

The treatment of acute bacterial infec- 
tions, except in the fulminating types, which 
vill be discussed, subsequently, under a sep- 
rate heading, is similar to that of the viral 
old with one important exception — that 
eing with reference to the use of anti- 
jiotics and chemotherapeutic agents. These 
lrugs have a useful place in treating bac- 
erial sinusitis if given in the invasive stage 
if the disease. As in the virus cold, a large 
najority of patients having bacterial in- 
ection in the sinuses will completly recover 
vy discharging the contents of their sinuses 
n the normal way. Quite a large percent, 
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however, will be found to retain pus over 
a variable length of time, manifesting a 
tendency toward chronicity. It is these cases 
which become the particular problem of the 
rhinologist. Unless adequate measures are 
employed to eliminate the pus from the 
maxillary sinuses and at the proper time, 
recurring attacks are encouraged which, if 
repeated too often, eventuate in chronic 
pansinusitis. 

My practice for the past 20 years has been 
to irrigate this material from the maxillary 
sinuses, preferably at the time the acute 
stage has subsided, that is the seventh to 
the tenth day. Unfortunately many cases do 
not present themselves for two to several 
weeks following the acute attack. Those 
cases seen at the proper time usually require 
but a single irrigation, while those seen 
one month to six weeks following the pri- 
mary attack require three to five irrigations. 

Chronic bacterial sinusitis, in many in- 
stances, settles upon a patient quite un- 
aware. Following repeated acute viral or 
bacterial infections, retaining pus in their 
maxillary sinuses in each instances over a 
variable length of time the significance of 
the sequence of events is not appreciated 
and chronic sinusitis established itself. It 
is not suspected until associated illnesses 
suggest an investigation of the sinuses. For 
example, I have examined patients with 
various illnesses, associated with continuous 
fever, malaise, focal infection syndromes, 
chronic bronchitis and even simulating tu- 
berculosis who were later proven to be suf- 
fering only from systemic reactions result- 
ing from residual infection in the maxillary 
sinuses following acute sinus attacks, all 
local signs being absent between attacks. | 
have known patients, who, after a sojourn 
in tuberculosis institutions were finally 
diagnosed as sinusitis which had at first 
been overlooked. 

The diagnosis of sinusitis in the chronic 
and pre-chronic stages is made by the his- 
tory and physical findings. In the first place, 
the history must be studied most rigidly. A 
head cold may have been experienced two 
to six or eight weeks previously, yet the pa- 
tient has forgotten all about it until urged 
to refresh his memory, then he will recall 
having had a cold to which he paid slight 
attention at the time, but when examined 
realizes his present trouble dated back to 
that cold. A persistent cough can in 90 per 
cent of cases be traced to a primary head 
cold which resulted in the accumulation of 
a residue of pus or mucopurulent material 
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and will be quickly relieved by evacuating 
the residual material. 

Clinicians are becoming more and more 
aware that the history obtained in cases of 
chronic sinusitis is, in many instances, in- 
timately related to the complications of the 
sinus disease so that the complicating con- 
ditions alone suggest the diagnosis of pri- 
mary sinusitis. 

My concept of this relationship between 
sinusitis and chest diseases developed some 
20 years ago as a result of my experiences 
with a chest specialist whose private of- 
fices adjoined mine. He was superintendent 
of a large tuberculosis sanitarium. As a re- 
sult of a serious automobile accident, he 
sustained a fracture involving the left an- 
trum, resulting in a chronic infection of 
that sinus. As a further complication, he 
developed chronic bronchitis. He would not 
consent to any surgical procedure for re- 
lief of his sinusitis and bronchitis, there- 
fore, it was found necessary to irrigate his 
antrum over a long period of time. During 
each of these irrigations, large quantities 
of pus were washed out. In the meantime, 
it became increasingly obvious that his 
bronchitis was severe whenever the antrum 
was not irrigated and that the bronchitis 
was invariably improved immediately fol- 
lowing an irrigation. As the result of this 
personal experience, he subsequently began 
to suspect that a large group of his patients 
suffering from chronic coughs, many of 
whom were suspected of having tuberculosis, 
were in reality experiencing the secondary 
complications of chronic sinusitis. Upon ir- 
rigation of the maxillary sinuses, in this 
group of cases, I was able to confirm his 
diagnosis by demonstrating pus in the antral 
washings with subsequent alleviation of 
symptoms of the chronic bronchitis. 

The history of headaches can be associat- 
ed with chronic sinusitis only when it can 
be demonstrated or assumed that pressure 
factors are present to account for the symp- 
toms. 

The physical findings, when present, up- 
on which a diagnosis of chronic purulent 
sinusitis may be postulated, is the presence 
of inflammatory reaction in the nasal mem- 
branes over the areas corresponding to the 
suspected sinus or sinuses and the demon- 
stration of pus or other products of infec- 
tion in the nasal pasages, in the pharynx or 
in the sinuses. The presence of pus situated 
on the posterior pharyngeal wall is patho- 
gnomic of purulent sinusitis. Pus found ly- 


ing on the floor of the nasal passages also 
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confirms the presence of purulent sinusitis. 

Transillumination and X-ray pictures each 
has its value in the diagnosis of sinusitis. 

Pus or any of the products of inflamma- 
tiontion found in the sinus cavity is, ob- 
viously, a clear indication of the presence 
of sinus pathology. Removal of pathologic 
material from the maxillary sinuses pre- 
sents a major problem in the diagnosis and 
management of sinusitis. No diagnosis of 
maxillary sinusitis, in the subacute or chron- 
ic phases, is complete without an irrigation 
of the contents of the sinuses and a careful 
inspection of the products of the irrigation. 
It is my practice to irrigate these sinuses 
routinely for diagnostic purposes, by way 
of the normal or accessory ostia. If the ir- 
rigating fluid returns entirely clear, it is 
the best indication one can obtain that the 
sinus is free from disease due to either in- 
fection or allergy. If, on the other hand, 
there are shreds of mucous, mucoid material, 
serous, mucopurulent or purulent material, 
it is evidence of an unhealthy condition of 
the mucosa of the sinus being examined. Al- 
though I irrigate by way of the normal 
ostium, I by no means wish to discount the 
antral puncture or any other effective meth- 
od. If one has not attempted and developed 
the method by way of the natural ostium, I 
would insist on his using the puncture meth- 
od routinely. The strongest argument for 
the natural ostium technique is its simplicity 
and its effective adaptation on a universal 
scale for diagnosis and treatment in sinusi- 
tis. 

There are complications which not in- 
frequently present themselves in the course 
of acute and subacute bacterial infections 
of the sinuses which must be recognized and 
adequately dealt with. One word will explain 
the background of practically all of these 
complications and that word is obstruction. 
Edema of the mucosa in the vicinity of the 
ostia associated with tenacious exudate in 
the involved sinus results in blockading the 
sinus, thereby preventing the escape of the 
inflammatory products and subjects the pa- 
tient to dangers in varying degrees of dis- 
ability which may include the loss of life 
itself. 


Specifically, three instances of such com- 
plications present themselves most promi- 
nently, 1. A blocked maxillary sinus. This is 
characterized by a dead aching pain over 
the face corresponding to the involved side, 
soreness and aching of the upper teeth, 
of that side, neuralgic pain over the entire 
side of the head, general malaise, fever and 
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great general discomfort. When unable to 
obtain drainage by shrinking the mucosa of 
the middle meatus, a trephine operation 
under the inferior turbinate bone should be 
performed at an early date. This will re- 
lieve the pain immediately and _ provide 
adequate drainage for the antrum through 
its period of convalescence. 2. Periorbital 
abcess resulting from rupture of an acutely 
infected ethmoid cell through the lamina 
papyracea. In the event of this complication, 
the pus should be evacuated and drainage 
established by way of an external incision 
internal to the internal canthus of the eye, 
and an opening effected into the involved 
ethmoid cell or cells. 3. Blockage of the fron- 
tal sinus. Whenever the frontal sinus duct 
becomes occluded, the patient at once de- 
velops symptoms which render him more 
or less unable to perform his duties in a 
normal way and very often brings about 
complete disability. When such a situation 
arises, it is good practice to consider the 
advisability of trephining an opening into 
the frontal sinus through a short external 
incision and the installation of a rubber 
tube for drainage. If done at the proper 
time, the tube may be removed after two 
to four days and the sinus returns to a 
healthy condition. My practice is to shrink 
the mucosa in the middle meatus and apply 
ice caps over the involved fronal sinus (one 
hour on and one hour off.) If drainage is 
established, even to a small degree, I persist 
in this manner. If no drainage is established 
and the pain persists, then I unhesitatingly 
perform a trephine operation. The relief of 
pressure following the trephining of the 
frontal sinus prevents the development of 
pressure necrosis of the edematous mucosa 
of the sinus and assures the reestablishment 
of the normal condition of the tissue, provid- 
ed the operation is carried out at the proper 
time. 


Nasal allergy, because of its wide inci- 
dence, comes into the picture of sinusitis 
on the grounds that, clinically, there are a 
number of similarities. The concept of sinu- 
sitis was established in the public mind long 
before nasal allergy was recognized, even 
by medical knowledge. 

The first problem that confronts the 
rhinologist with a patient having nasal al- 
lergy, alone, is to convince that patient that 
he does not have sinus disease. Having ac- 
complished that item it then becomes his 
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problem to acquaint the patient with the 
name and nature of the disease with which 
he is handicapped. 

To be entirely realistic, the doctor must 
first take such steps are are necessary to 
assure himself of the correct diagnosis. No 
doubt, there are individual variations in 
this procedure. In my practice, three pro- 
cedures are emphasized : 

1. A rigid history 

2. Inspection of the nasal mucosa 

3. Gross and citological examination of the 

washings from the maxillary sinuses. 

The most effective method to convince a 
patient that he does not have sinus disease 
is to show him an X-ray picture of his 
sinuses contrasted side by side with the 
cloudy pictures of a patient having sinusi- 
tis. He believes a picture and accepts that 
which you tell him regarding its significance 
with complete credulity although he is quite 
skeptical of what you say in your attempts 
to convince him otherwise. The most effec- 
tive method to convince the patient that he 
does have a nasal allergy is by skin testing, 
allowing him to observe the individual re- 
actions of the substances with which these 
tests are made. 

I, therefore, regard as essential in making 
an examination for nasal allergy these five 
procedures : 

1. A rigid history 

2. Examination of the nasal mucosa 

3. Examination of the antral washings 

4. X-ray pictures of the sinuses 

5. Skin testing 

I will not attempt in this limited time to 
discuss at length the various phases of 
treatment for nasal allergy. I will, however, 
emphasize one fundamental point in its 
management namely, the mental adjustment 
necessary on the part of the patient to the 
conditions confronting him as an allergy 
sufferer. This adjustment can be accomplish- 
ed only by the clinician who, fortified with 
a broad knowledge of the subject of clinical 
allergy, will take adequate time to map out 
for the patient the whole scheme for his 
activities and for his treatment. It is only 
when the patient understands his condition 
and the reasons for doing all the things he 
is asked to do, will he give the cooperation 
which, as every physician who deals with 
allergic cases knows, is necessary for success 
in their management. 
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CHRONIC MAXILLARY SINUSITIS * 


THEODORE G. WAILS, M.D. 


OKLAHOMA CITY 


When one considers that with every up- 
per respiratory infection there is an accom- 
paning sinusitis, and that all eight of the 
sinuses must clear up for the person to get 
well, i.e., that there are eight times as many 
sinus infections as there are “colds”, it is 
not remarkable that there are so many 
sinus infections. 

With our heads down, i.e., before we 
raised up on our hind feet all the natural 
otitis were located downward so that grav- 
ity helped drain the sinuses. The mucous 
membrane of the sinus is a ciliated columnar 
type with the cilia all waving toward the 
natural ostium, and this motion with the 
help of gravity kept the sinuses from re- 
taining any infection. But in our upright 
position the cilia have to work uphill against 
gravity to clear the cavity of infection. If 
then there is any unusual swelling or any 
obstruction about the natural ostium there 
is sure to be retained infection after a 
“cold”. 

When Dr. Mithofer, of Cincinnati, was in 
Oklahoma City about 20 years ago and gave 
his lecture on sinus disease, I felt that he 
was paying too much attention to the maxil- 
lary antra as being the main offender in 
chronic sinusitis. However, when a member 
of the Mayo Clinic, about 10 years ago, gave 
at the American Ear, Nose and Throat So- 
ciety, statistics that corresponded with 
Mithofer’s I began to treat this condition 
more seriously. I am not in accord with Dr. 
Mithofer in thinking that the maxillary is 
the main cause of all the other sinus in- 
fections, and if cured will result in clearing 
up infected ethmoids, frontals and sphenoids. 
The ostium, however, of the maxillary an- 
trum is placed in the worse possible place to 
secure drainage, being located in our up- 
right position, at the top of the sinus. All the 
other ostia are located either on the floor 
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or sides of the sinuses thus getting some 
help from gravity in clearing themselves up. 

On account of the poor location of the 
ostium of the antrum it has been my ex- 
perience that in the non-allergic person 
about 70 percent of the chronic sinus’ in- 
fection I see comes from the maxillary an- 
trum. In the allergic person the ethmoids 
seem to give equally as much trouble because 
of their tendency to polyroid degeneration. 

We also are finding quite often that many 
diseases such as corneal ulcers, scleritis, 
retinochoroiditis and arthritis clear up 
promptly when an infected maxillary is ven- 
tilated or drained. 

It has been quite a wonder to me how so 
many good physicians can spot an infection 
in a pair of tonsils the instant they see them 
yet pass up a dark maxillary antrum where 
the mucous membrane is so thick no light 
can come through it. 


The mucous membrane in the mouth or 
pharynx or nose returns to its normal] thin- 
ness when the acute infection has subsided 
so why shouldn’t that in the sinuses, unless 
they continue to be infected. These antra fill 
up with muco-purulent material and will oc- 
asionally empty themselves out during the 
early morning, this being manifest by a 
great deal of clearing of the throat, cough- 
ing and expectoration. If, after this, the 
physician irrigates such an antrum he is 
likely to find only a few shreds of mucous 
in the washings and think the antrum is 
clear, whereas if he had washed it an hour 
earlier he would have found it full of muco- 
purulent material. 

If one antrum is definitely darker than 
the other on transillumination and the pa- 
tient has typical morning headaches clear- 
ing up through the day, a postnasal muco- 
purulent discharge, a lot of morning cough- 
ing, pain located around the same ear or 
neck, a cold that hangs on more than a week, 
an accompanying bronchitis and a history of 
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too many colds each year, then this is a 
chronic maxillary sinusitis, even if when ir- 
rigated one finds only mucous shreds in the 
washings. The x-ray cannot be relied en- 
tirely upon for diagnosis because it will only 
show cloudines when the periosteum has be- 
come thickened, and this is usually very late 
in the disease. We see many cases where a 
dram or more of pus is washed from a 
sinus reported negative by x-ray, but dark 
on transillumination. If these antra are in- 
jected with lipiodol and then x-rayed, the 
thickened mucous membrane is more likely 
to be demonstrated. 


About 10 years ago, we started a routine 
irrigation of all dark maxillary antra where 
the patient had corroborating symptoms of 
sinusitis, i.e., headaches, post-nasal dis- 
charge, chronic pharyngitis and laryngitis, 
pain over the antrum or around the same 
ear, or a painful spot in the neck with no 
tonsil to account for it. Heretofore, we had 
considered that an antrum dark by trans- 
illumination did not mean much, unless we 
could see pus coming from beneath the mid- 
dle turbinate. A chronic sinus infection us- 
ually starts by being slow to clear up, taking 
two or three weeks instead of the seven 
days of the average cold. Then taking longer 
with each cold until the sinus finally does 
not clear up between colds. The cilia grad- 
ually disappear, the mucous membrane be- 
comes flat and pavement like, then there is 
a chronic sinusitis which the person will 
keep the rest of his life unless he does some- 
thing about it. 

If this sinus is apparently cured by fre- 
quent irrigations, followed by penicillin in- 
stillations, it will only stay dormant until 
the next upper respiratory infection because 
it has no adequate defense mechanism. On 
the other hand if such a sinus has perma- 
nent drainage established at the lowest point 
possible, it will become infected with each 
succeeding cold as do all the other sinuses 
connected with the Snyderian membrane, 
but the infection will drain out by gravity 
ind it will clear up eventually though some- 
what slower than the normal sinuses. Large 
doses of penicillin will help cure the acute 
‘xacerbation of a chronic sinusitis, but will 
not affect the pathology that produces the 
‘hronicity. Therefore, you can not cure a 
‘hronic maxillary sinusitis with penicillin, 
lone. 

If the retained infection is fairly new, the 


cute symptoms are well known, consisting 
nostly of headache, malaise, a sticky muco- 
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purulent nasal discharge and an accom- 
paning bronchitis. Free ventilation of the 
nose with supportive treatment for the 
acute upper respiratory infection, such as 
alkalization, rest, water and a sulfa drug 
or penicillin usually effects a cure. 

If, however, the sinus has been slow about 
clearing in the past; i.e., if their “colds” 
hang on, then usually it will take more than 
ventilation. Some of these will clear on 
acute sinus treatment plus the hygroscopic 
effect produced by argyrol packs. If the re- 
tained infection, however, is as much as six 
months old it will seldom get well on this 
treatment. I know many physicians think 
they get these well by treating them when 
actually the patient has only gotten a little 
better ie. rid of their headaches, and if 
they have actually gotten well there is no 
assurance that the process will not need to 
be repeated following their next “cold”. If 
their own defense mechanism has been in- 
adequate to clear them in the past it will 
probably be inadequate in the future. 

Suppose the conservative ventilation, 
aereation, argyrol packs, suction and sup- 
portive drugs have been used unsuccesfully, 
then the antrum should be irrigated, prefer- 
ably through the inferior meatus, but oc- 
casionally through the natural ostium and 
left full of penicillin solution. 

Most of these cases will begin to improve 
by the second day. In headaches of obscure 
origin, a dark sinus should be washed a 
time or two as a diagnostic procedure. In 
many unexplained fevers, especially in child- 
ren, the sinuses have not cleared up follow- 
ing a cold. One should be suspicious of a 
cough that lasts for weeks following an up- 
per respiratory infection, particularly if 
the person feels like a “cold” is hanging on, 
or if there is a chronic bronchitis present, 
and especially if he dates his symptoms as 
having started with a “cold”. 

The sinuses should not, however, be 
washed indefinitely because if they do not 
clear up quickly and easily, say in three or 
four treatments then they will not with- 
stand the next cold and the process would 
need to be repeated following each infection. 
If conversely they do clear up with only a 
small amount of help, then that sinus might 
get well of its own accord at the next in- 
fection. 

So suppose the antrum is irrigated three 
or four times and the person gets better but 
not cured, then a permanent naso-antral 
opening should be made; i.e. an antral win- 
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dow. This should be made possible in order 
to get dependent drainage. If there is a bad 
deflection of the septum toward the affected 
side and there usually is, then enough of the 
lower turbinate should be removed to get 
good access to the nasal wall of the antrum 
or better still a submucous resection of the 
septum. These windows will work well if 
they stay open; we find we need to re-open 


one out of about every 50. They will not - 


only clear up the present infection, but will 
clear the sinus at each future cold, while 
irrigations and more conservative treat- 
ments are only good until the next cold. 

Our statistics show that during the past 
six years we have done about 1000 antral 
windows and gotten cures in about 95 per 
cent of the cases. 

We see these cases a year or two later 
usually with their next cold, but an easy 
irrigation or two, through a large window 
plus a large dose or two of penicillin clears 
them promptly. 

There are a few cases, however, that have 
had the infection 15 or 20 years where the 
mucous membrane is so degenerated that 
it is impossible for it to return to normal, 
that do not get well on permanent drainage 
although they will get better. These are the 
five per cent that need the radical Caldwell- 
Luc operation. These cases should have an- 
tral windows made, and be left alone for 
at least six months to see if they can return 
to normal. If not, then the radical operation 
is indicated. 

In this case, as you know, the diseased 
mucous membrane is removed from the in- 
side of the sinus and good mucous membrane 
turned into the sinus through the lower 
meatus. The antrum then relines itself with 
this good nasal mucous membrane. The 
diseased mucous membrane in this type of 
case is usually very thick and polypoid or 
cystic and it is usually easy to see why it 
could not return to normal with the venti- 
lation and drainage afforded by a perma- 
nent window. Sinus infection in allergic 
cases present a special problem, since one 
will need to control the allergy before and 
after determining what the sinus will need 
to cure it. 
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Especially is this true in children. Their 
chief symptoms are usually a cough, or an 
unexplained fever, or inability to breathe 
freely even after removal of the tonsils and 
adenoids, allergic symptoms and dark antra 
by transillumination or x-ray and a wet 
dirty nose. 

Usually in children treatment has been 
Proetz displacement using instead of one- 
fourth per cent ephedrine, however, one- 
fourth per cent of aqueous neo-synephrin as 
it produces less after-irritation. I do not be- 
lieve these shrinking drugs should ever be 
used more than two times daily as a more 
frequent use will produce so much after 
swelling that it defeats its purpose; weak 
aqueous solutions left in a long time, rather 
than strong oily solutions should be used. 
On account of the danger of destroying 
teeth buds we do not do as many windows 
in children, although Dr. Shea, of Memphis, 
recommends it almost routinely. If, however, 
a window is indicated by heavy purulent 
drainage, then the window should be made 
far back so as to miss teeth buds. 


In adults the rule is to take off a piece of 
the anterior end of the lower turbinate, then 
break the turbinate out toward the septum 
or even fold it upward into the middle meat- 
us. As large an opening as possible is made 
between its attachment and the floor of the 
nose, the turbinate is then replaced and 
packing put into the window and between 
the window and the turbinate for a day or 
two to prevent adhesions. 

These usually stay open when healed and 
leave permanent drainage at the lower part 
of the sinus. These sinuses usually do not 
get into much trouble, but are easy to handle 
if they do flare up at the next cold. 

Do not have a defeatest attitude toward 
the sinusitis for barring new growths, I be- 
lieve all of these chronic infected maxillary 
antra can be cured, by one means or an- 
other, the only question being what is the 
most conservative treatment that will make 
the sinus able to take care of itself at the 
next cold. These accompanied by nasal al- 
lergy must also have management of that 
condition, as well as treatment of the infec- 
tion. 
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MALIGNANT MELANOMA 


SAMUEL BINKLEY, M.D., F.A.C.S. 


If clinicians and cancer research workers 
are able to throw light on the mechanism 
by which a simple pigmented mole becomes 
accelerated into a malignant growth cap- 
able of wide-spread metastasis and death, 
then some of the less accessible growths, 
such as mammary cancer, may be more 
readily understood. 


Malignant melanoma has the darkest rep- 
utation of all the neoplasms and has been 
called “black cancer” by the laity and pro- 
fession — a rapid and almost hopeless di- 
sease once it has metastasized. 


The hopelessness of malignant melanoma 
is not justifiable if the disease is viewed in 
the proper perspective. The tendency to 
group the disease simply into a phase of 
widespread metastasis has resulted in a 
pessimistic attitude on the part of the pro- 
fession. This pessimism has led to a wave of 
very mutilating and radical surgical pro- 
cedures which, though justifiable in  oc- 
casional instances, should not blind us to a 
better fundamental understanding of this 
process. 


The end results in malignant melanoma 
should be viewed in terms of what one may 
expect from the treatment of the localized 
disease and before there is evidence of 
metastasis. The published survival rates and 
end results in malignant melanoma exceed 
those of cancer of the stomach or lung, 
which command so much attention in our 
teaching clinics. 

If only a fraction of the energy that is 
being dissipated in the treatment of ad- 
vanced cancer could be directed toward early 
recognition and prevention of the disease, 
fewer large operations would be done and 
more patients would be alive five years later. 

My text, therefore, is this — treat moles 
it an early stage, wherever you find them, 
by wide, deep surgical excision, and_ the 
leath rate from melanoma will drop. An 
inalysis of reported results in proved cases 
indicates that the patients who have done 
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best are those in which a suspicious mole 
was excised widely before symptoms of 
bleeding or ulceration developed. A small 
operation before the mole becomes active is 
of more value than a radical operation after 
the disease has exhibited rapid growth or 
regional metastasis. A careful inspection of 
the skin of the entire body is essential if 
we are to discover the early melanomas, 
and the best way to do this is to have your 
patients strip for examination; a detail fre- 
quently neglected in this era of high speed 
and heavy schedules. 

Of 265 cases reported by Taylor and Na- 
thanson', 25 per cent survived five years 
free of disease, but only seven patients sur- 
vived who had node metastasis. The Me- 
morial Hospital group? has reported 17.7 
per cent five year salvage for localized mel- 
anomas and 15.6 per cent five year salvage 
of patients with melanoma metastatic to 
regional lymph nodes. This work suggests 
that the removal of the primary disease to- 
gether with the regional nodes in one block 
dissection may increase the survival rates. 

At the Los Angeles Tumor Institute, in 
a group of 53 private patients, (Fig. I), 66 
per cent were living at three years, and 
49 per cent were free of disease. In a small- 
er group eligible for five year study, (Fig. 
Il), 41 per cent survived five years, and 
31 per cent were free of disease. 

A five year survival rate of from 15 to 
25 per cent free of disease compares favor- 
ably with common forms of cancer regarded 
as less dangerous. It is unfair to deprive 
these patients of the benefit of adequate 
surgical treatment, and they should not be 
treated by caustics, inadequate electro- 
desiccation, or a watch and wait attitude. 

In this discussion when we use the term 
“melanoma” we mean the malignant va- 
riety of mole, since by present usage the 
term “melanoma” is restricted to the ma- 
lignant group. The benign mole by present 
usage is referred to as the “pigmented 
nevus.” 
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MELANOMA — 29 PATIENTS 
THREE ANDO FIVE YEAR SURVIVALS 
1935 - 1944 
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ETIOLOGY 

Melanomas generally arise in a pre-exist- 
ing pigmented nevus from cells which pro- 
duce melanin, and the first suspicion of 
danger is a change in color, size or shape, 
manifest by increased black pigmentation, 
elevated growth or lateral spread, ulcera- 
tion, pain or bleeding. They may arise spon- 
taneously in apparently normal skin and in 
certain instances may show no_ pigment. 
These non-pigmented melanomas, in my own 
experience, tend to occur in and about the 
scalp and the skin of the extremities. They 
occur in people with fair or light complex- 
ioned skin, who have many freckles and 
sandy hair. The metastatic lesions, however, 
generally show characteristic dark melanin 
deposits. 

INCIDENCE 

Malignant melanomas occur in equal pro- 
portion in the sexes at all age groups. They 
may occur from infancy to old age, but the 
peak is between 35 and 70 years. The inci- 
dence rises sharply after puberty and the 
most fulminating form of the disease oc- 
curs in the age group from puberty to 30 
years. 

SITE 

The most common site is on the skin of the 
extremities, the head, neck, and trunk reg- 
ion, but malignant melanomas may occur in 
any site or organ of the body. 

PREPUBERTAL AGE GROUP 

Moles which are discovered during in- 
fancy and early childhood period deserve a 
special word, since a number of writers have 
emphasized that many of these lesions are 
identical in their histology to malignant 
melanomas. The clinical course, however, is 
benign and if removed they do not metas- 
tasize. It has been suggested that these pre- 
pubertal moles, which appear histologically 
malignant, be given special consideration as 
a group, due to the good prognosis. This 
tumor probably has some inter-relationship 
to the gonads, the pituitary gland and the. 
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suprarenal glands. 

Certainly everyone agrees that a micro- 
scopic diagnosis of melanoma or malignant 
change in infancy and childhood does not 
call for an extensive mutilating radical pro- 
cedure, such as amputation or node dissec- 
tion, if the child has not reached puberty. 

The black or dark moles in children 

(1) should be removed by complete and 
adequate surgical excision; and 

(2) it is a mistake to delay removal until 
a change has taken place. 

POSTPUBERTAL AGE GROUP 

The five year results are only half as 
good in the group puberty to 25 years as 
in the older age group. Therefore, if radi- 
cal mutilating procedures are to be adopted, 
we might confine radical surgery to this 
group, though there is evidence to suggest 
that the improvement in end results may 
come from a better understanding of the 
physiologic and chemical “balance” of the 
patient at the time the surgical procedure is 
done. Among the theoretical conditions 
which alter “balance’”” may be mentioned the 
proteolytic enzymatic system and the dif- 
ferent ways in which the body responds to 
hormones, vitamins and other chemicals as- 
sociated with growth and metabolism. 


A critical study of the melanoma prob- 
lem, and particularly the age group in which 
all neoplastic disease flourishes in an un- 
checked state, may open the door to a meth- 
od of altering existing conditions of the pa- 
tient toward a more favorable setting fo) 
control of the disease. 

Since we have suggested a hormonal re- 
lationship, it should be mentioned that in 
isolated instances castration has been tried 
by others without alteration of the disease 
No serious effort, however, has been tried 
to deactivate the gonads at a favorable stage 
of the disease. X-ray therapy to the pituitary 
gland has-been used in hopeless cases. Inso- 
far as pregnancy and malignant melanoma 
are concerned, we have had one patient on 
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whom we performed an axillary node dis- 
section following removal of a _ primary 
melanoma of the arm. A year after this 
she skipped her follow-up visit and when 
she came in five months pregnant she said 
she wanted another child and was afraid we 
would advise an interruption. She was per- 
mitted to complete her pregnancy. There was 
no change in the status of the mother dur- 
ing or after pregnancy. The child is now 
a husky lad of three years. The mother is 
free of active disease. 

Parkes-Weber® described a case in which 
a pregnant mother died of melanoma, but 
a kiving child was born who died shortly 
afterwards from metastasis to the liver. 

Daland® reported a female, age 23 years, 
who had a melanoma followed by two preg- 
nancies. The first pregnancy had no effect 
on the disease and, though a metastasis ap- 
peared during her second pregnancy, the 
pregnancy was not regarded as a factor. 

SPREAD 

1. Melanoma cells may spread via_ the 
blood stream to the liver, lungs and bones; 

2. by deep lymphatics with involvement 
of nodes; 

3. by superficial lymphatics with nodules 
in the skin, fat and fascia. 

A careful study of the physiologic state 
of “balance” previously mentioned might 
throw some light on the mechanism of 
spread. It is conceivable that under certain 
circumstances cancer cells may circulate in 
the blood and lymph stream, yet be rejected 
by the receptor and die. In another individ- 
ual, similar metastatic cells might fiourish 
and grow. If anti substances are present in 
some and lacking in others, we should be 
able to study this phenomenon in humans 
and pursue these theoretic concepts.‘ 

We know that under certain circumstan- 
ces, in fighting bacterial invasion, the lym- 
phatic system functions and picks up the in- 
vaders and creates road blocks at the lymph 
nodes. In some people the lymphatic system 
does not function so well and there is a 
rapid invasion of the blood stream. 

DIFFERENTIAL DIAGNOSIS 

1. The simple, benign, pigmented nevi are 
flat or slightly elevated, light brown in col- 
yr, 20 or 30 in number, are scattered over 
the body, and may contain hairs. 

2. Pigmented basal cell carcinomas are 
generally found about the inner canthus of 
the eyes or on the nose and face. They have 
‘levated, glistening borders with a punched- 
yut crater and scattered brown to black pig- 
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ment. 

3. Seborrheic keratoses are soft, raised, 
occasionally sessile, or flat; they occur about 
the shoulders, neck and face, and have a 
light brown color, often waxy, and contain 
dirt and exogenous pigment. 

4. The true malignant melanoma as a rule 
is jet black, smooth and glistening, but is 
occasionally dark brown with black _ stip- 
pling. 

BIOPSY 

Do not cut into a mole in order to obtain 
tissue for microscopic examination. The mole 
should be widely excised without trauma to 
the pigmented portion. 

TREATMENT 

The treatment, as in all malignant lesions, 
should be altered to suit the clinical stage 
of the disease. 

Stage I. Simple 
mole (undiagnosed). 

(a) Treat by wide surgical excision, in- 
cluding the underlying fat and fascia, re- 
moving at least one centimeter of normal 
skin on all sides, preferably two to three 
centimeters. 

(b) If histology is malignant, treat as 
Stage Ii according to age group. 

Stage Il. Localized malignant melanoma 
already proved by histology. 

(a) Treat by wide and deep surgical ex- 
cisicn of the recurrence or defect, removing 
from six to eight centimeters of healthy tis- 
sue on all sides, and plastic closure or skin 
graft, depending upon the site of the pri- 
mary. 

(b) Node dissection in continuity or in 
three weeks, depending upon the primary 
site. 

Stage 111. If the primary growth is ulcer- 
ated, recurrent, or with satellites and defi- 
nite regional lymph adenopathy, treat by: 

(a) Radical amputation or disarticula- 
tion; or 

(b) Wide local resection and skin graft 
with node dissection depending upon the pa- 
tient’s age and general condition. 

(c) Radiation therapy may be used in 
combination. 

Stage IV. Extensive bilateral local disease 
— no liver enlargement. 

(a) Treat by extensive local resection in 
multiple stages, with skin grafting and node 
dissection combined with radiation therapy. 

Stage V. Localized disease plus liver in- 
volvement. 

(a) Treat by palliative local resection or 
radiation therapy, preferably teleradium 
therapy or heavily filtered roentgen rays. 
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METASTASIS 

Delayed metastasis may occur anywhere 
from five to 20 years, and if we can dis- 
cover the linkage as to why these late metas- 
tases occur, or what change in the receptive 
organ or site permits cell growth after a 
long period of control, then we may find the 
answer to the control of all neoplasms. 

Conheim said this occurred “when physio- 
logic metabolism of the tissues is altered by 
age, atrophy and inflammation”. This is per- 
haps an over-simplification. The chemistry 
of the cancer process is very complex and 
poorly understood. A look at the modern 
inter-relationships of alphatocopherol (Vi- 
tamin E) or the utilization of any vitamin 
in health and disease is so complex as to 
require an expert chemist for interpretation. 
The same may be said of steroid chemistry 
and the mechanism of acceptance or rejec- 
tion of various hormones. 


Recurrent cancer occurs the same as 
symptoms of any other disease; there is a 
collapse of the complex defensive mechan- 
ism. Treatment of recurrent cancer by sur- 
gery or by radiation frequently fails just 
as the administration of Vitamin A may fail 
in Vitamin A deficiency. Indeed, it has been 
pointed out by Hickman® (a chemist) that 
an over-administration of Vitamin A today 
may use up tomorrow’s quota of fixative, 
and precipitate an enhanced deficiency. Un- 
der these circumstances, the giving of too 
much of a vitamin for too long will induce 
the deficiency syndrome of that vitamin. 
We know the value of so-called balance 
therapy in many diseases, but on the other 
hand we know little, if anything, about the 
mechanism by which chemicals antagonistic 
to cancer cells are conveyed, accepted, ex- 
creted and destroyed, or how these and oth- 
er unknown chemicals operate in combina- 


TWENTY-FIVE 


(From Our Early Files of Editorial Notes—Personal 
and General) 
DR. I. D. WALKER, Blackwell, returned recently 
after an operation for appendicitis, and is regaining 
his health. 


DR. FE. S. KILPATRICK, Elk City, returned from 
Kansas City where he had been attending some lee 
tures on electro-therapeutics. 


DR. JOHN A. MARTIN, Cushing, will represent 
Payne County Society as delegate to the State meeting 


at Tulsa. 
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tion with surgery and radiation. 

The state of our ignorance, for example, 
as to how cholesterol is fixed and utilized 
in the body and what its specific role may 
be with regard to transporting by chemical 
linkage known hormones and chemical com- 
pounds to various receptor organs — gives 
one a mere idea of the future role of chemis- 
try and emphasizes the need for added re- 
search. If we are to make progress in the 
treatment of melanoma, it must come from 
early diagnosis plus an improvement in our 
knowledge of the balance of treatment meth- 
ods. A more complete understanding of this 
jigsaw puzzle — the human body — is ¢s- 
sential, and who is to say when or where 
the final picture will be completed? 


SUMMARY 
A review of five year end results in ma- 
lignant melanoma (from large charity clin- 
ics) reveals a survival rate of from 15 to 25 
per cent free of disease. 
In a smaller group of private patients 
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from the Los Angeles Tumor Institute, 3 
per cent were free of disease at five years. 


CONCLUSIONS 
The end results in malignant melanoma 
should be viewed in terms of what one may 
expect from the treatment of the localized 
disease. The hopelessness of malignant mel- 
anoma is not justifiable if the disease is 
viewed in the proper perspective. 
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YEARS AGO 


THE STATE BOARD OF MEDICAL EXAMINERS 
has been reduced in number from nine members to 
seven, as a result of the signing by Governor Trapp of 
the bill authorizing the reduction. The new Board, 
which will hold office until 1929, now consists of Dr. 
Wm. P. Fite, Muskogee, Dr. Harper Wright, Grandfield, 
Dr. Harry C. Weber, Bartlesville, Dr. William T. Ray, 
Gould, Dr. D. W. Miller, Blackwell, Dr. L. E. Emanuel, 
Chickasha and Dr. J. M. Byrum, Shawnee, who was 
reappointed Secretary. 

OKLAHOMA STATE MEDICAL ASSOCIATION 
thirty-third annual meeting was scheduled for May 12, 
13, 14, 1925 in Tulsa. 
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MEDICAL ASPECTS OF SPEECH AND HEARING DISORDERS* 


L. CHESTER MCHENRY, M.D. 


OKLAHOMA CITY, OKLAHOMA 


Speech is a wonderful thing. With it we 
can make friends and influence people. We 
can also get into trouble and sometimes can 
by the same means talk ourselves out of 
trouble. 

Truly we are fearfully and wonderfully 
made. Let us consider the extremely compli- 
cated mechanism through which normal ar- 
ticulate intelligible speech is produced. 

It starts with an idea or train of ideas in 
an intellectual center of the brain. Through 
nerve impulses to other brain centers these 
ideas are arranged into a pattern of words. 
More nerve impulses travel to the cortical 
motor areas governing the muscles of the 
larynx, the tongue, the palate and the lips 
and face. These latter organs may be called 
the molds of speech. To have something to 
mold, the muscles of respiration must furn- 
ish a moving column of air which the vibra- 
tion of the vocal cords causes to vibrate, 
forming a sound which is finally made or 
articulated into words. Thus the normally 
automatic mechanism of breathing must be 
coordinated and at least partially dominated 
by the mechanism of speech. To form the 
vocal sound it is necessary for the vocal 
cords to draw tense, something like a violin 
string, to approximate so that they lie one 
against the other, and to vibrate so as to 
set the column of air moving between them 
into vibration. This fundamental sound is 
then finally formed into words by the molds 
of speech in the mouth and throat. Is it 
any wonder that there are numerous sorts 
of speech disorders when we realize that a 
change form normal function anywhere in 
this complicated chain of mental, nervous 
and muscular activities may produce an ab- 
normality of speech. 


*Presented before the Speech and Hearing Conference, May 
27, 1949, University of Oklahoma 


For example, the idiot is incapable of 
forming a mental conception of speech al- 
though all the remainder of the speech mech- 
anism may be intact. Certain aphasics may 
see a familiar object and know all about it 
but because of trouble in a certain word 
center in the brain he is totally unable to 
bring forth the particular word. Stammer- 
ers may know exactly what they wish to 
say and may even be able to write out the 
words quite fluently but be unable to say 
them because of a disorder somewhere in 
the nerve-cell habit between cortical brain 
centers and the muscles which form speech. 
Definite paralyses of peripheral nerves 
which control the muscles of the larynx or 
of the structures about the mouth cause 
speech difficulties or even aphonia. A patient 
who has had his larynx entirely removed to 
cure a cancer cannot speak at all until he 
has learned to employ an entirely new mech- 
anism to replace that which has been lost. 

Speech is normally learned by imitation of 
intelligible sounds which reach the brain 
through hearing. Individuals who have never 
heard speech never learn to speak in a nor- 
mal fashion, although they may learn to 
make themselves understood. 

Now what may be done to aid people who 
are handicapped by speech disorders of var- 
ious sorts? 

As you all know and as has been so very 
well demonstrated during the past few days 
a great deal can be done to help them. You 
have heard of the work of those trained in 
speech physiology and in the correction of 
abnormalities. You have heard of the work 
being done with victims of cerebral palsy. 
You have heard of the retraining in speech 
of the cleft palate cases. You have seen dem- 
onstrated wonderful work being done with 
that group of children who cannot hear. 
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You have heard about the help that is being 
given those who have speech difficulties be- 
cause of psychological or psychosomatic dif- 
ficulties. The latest addition to the functions 
of the Clinic in Oklahoma City is a class 
for those individuals who have lost their 
larynxes entirely and must learn an entirely 
new method of forming words. 


Most speech disorders, unless due to men- 
tal deficiency or to incurable physical lesions 
are remediable to a very high degree. 


What is the function of the physician in 
this field of speech difficulties? Extremely 
few physicians are trained in speech cor- 
rection. With the exception of the psychia- 
trist, the work of the physician lies in the 
field of diagnosis and in the treatment of 
physical abnormalities that interfere with 
the clear phonation and proper articulation 
of words. 

Cleft-palate and hare-lip are quite obvious 
deformities which are quickly discovered 
and which are corrected surgically at the 
proper time. Cases of cerebral palsy are 
readily recognized if the physician is given 
the opportunity to observe them. Infants 
who are physically well but mentally de- 
ficient sometimes require a period of obser- 
vation before a complete diagnosis can be 
made. 

The first duty of a physician who is pre- 
sented with a child who does not talk is to 
determine whether or not there is some sig- 
nificant abnormality of the peripheral mech- 
anism of speech. It is necessary to examine 
the structure and movements of the face, 
lips, tonque, palate and the larynx. It is nec- 
cessary to know whether the nasopharynx 
and the nose are functioning properly. If the 
child cries lustily and clearly we may as- 
sume that the vocal cords are not at fault. 
If he does not so demonstrate his vocal 
ability direct laryngoscopy may be neces- 
sary to determine the condition of the 
larynx. Many normal youngsters do not try 
to talk until they are nearly two years of 
age. 

If the larynx and the structures about 
the mouth are apparently normal it is next 
necessary to determine whether the child 
can hear ordinary speech. If he can hear 
only very loud sounds he will still not learn 
to talk because he does not hear the speech 
of those about him. Everyone who has 
thought about the problem knows that we 
learn to talk by imitating the speech that 
we hear. This faculty of imitation is carried 
even into the individual peculiarities of id- 
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iom and dialect. The infant child of a family 
on Beacon Hill in Bahston does not speak 
with soft southern accents and the child 
raised in Gawgia does not talk like and may 
not even understand a down east Yankee. A 
child who does not hear speech at all can be 
taught speech but only by very highly train- 
ed, patient teachers and by a very slow pro- 
cess. A child who hears speech very poorly 
usually develops speech relatively as poor 
as his hearing. 


In older patients it is sometimes quite 
difficult to determine whether a speech dif- 
ficulty is due to physical abnormality in the 
peripheral organs of speech or whether it 
is due to functional nervous disturbance. 
Sometimes both are encountered and the pa- 
tient can be relieved only through the com- 
bined efforts of the physician and the speech 
correctionist. 

A child with a marked tongue-tie has dif- 
ficulty in articulating certain sounds clearly. 
This is readily corrected by a minor surgical 
operation. 

A child whose nasopharynx is entirely 
filled with adenois cannot speak clearly be- 
cause of interference with proper functions 
of the palate and of the resonating chambers 
connected with the nasal passages. Ade- 
noidectomy, of course, corrects this situa- 
tion. 

The most common speech difficulty which 
confronts the physician is hoarseness. It var- 
ies in degree from a mild huskiness to com- 
plete aphonia. 

Perhaps the majority of the patients arise 
through inflammatory changes in the larynx. 
If the inflammation is an acute condition 
brought on by an upper respiratory infec- 
tion or by yelling too lustily at a football 
game, simple rest of the voice until the 
inflammation disappears is usually all that 
is necessary to restore function. If the pa- 
tient insists on using his voice while the 
larynx is inflamed the element of strain is 
added and the situation will be prolonged. 
Chronic infection of the sinuses or naso- 
pharynx sometimes causes chronic inflam- 
mation in the larynx. A more frequent cause 
of chronic laryngitis, however, is chronic 
laryngeal strain. 

Chronic vocal strain is caused either by 
talking too much or too forcefully over a 
period of time or by using a faulty method 
of voice production over a period of time. 
Such strain results in chronic inflammatory 
changes in the vocal cords. The cords become 
thickened and roughened. Efforts to force 
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them to function over the handicap of the 
thickening and swelling cause further 
changes and make a bad matter’ worse. 
Sometimes actual tumors form on the vocal 
cords and have to be surgically removed. In 
many instances of chronic laryngitis the 
condition results in a permanently hoarse 
voice. Many singers and public speakers end 
their careers on the stage and platform be- 
cause of chronic laryngitis. When such 
changes in a larynx are discovered and cor- 
rectly diagnosed, a normal voice can often 
be regained if the patient can be persuaded 
to stop straining his larynx and can be 
trained to use methods of voice production 
which do not strain his larynx. In these in- 
stances the services of a trained speech cor- 
rectionist are invaluable. In almost all in- 
stances where it has been necessary to re- 
move an inflammatory tumor from a vocal 
cord, special training in voice production is 
necessary before a normal voice is regained. 

Paralyses of motor nerves to the muscles 
of the larynx, palate, tongue and face cause 
speech deficiencies which are sometimes cor- 
rectible and sometimes not. 

Tumors of the vocal cords cause hoarse- 
ness as a very early symptom. Tumors else- 
where in the larynx or in the pharynx may 
not cause voice changes until they are quite 
far advanced. In children these tumors of 
the vocal cords are usually benign and their 
removal results in restoration of the voice 
as long as no normal tissue need be remov- 
ed. Adults also have benign tumors which 
may be safely removed and leave normal 
larynges. Many adults need speech correc- 
tion after removal of benign tumors be- 
cause of the faulty habits of voice produc- 
tion which have developed during the pres- 
ence of the tumor in the larynx. 

Malignant tumors, or cancers, present a 
much more difficult problem. To cure these 
by surgery every vestige of the tumor itself 
and all tumor cells which may have spread 
into surrounding tissues must be removed. 
Sometimes the lymphatic glands are remov- 
2d from the entire neck as well as the larynx 
itself, and the muscles attached to it. When, 
10wever, a small cancer of the vocal cord 
itself is discovered and a microscopic diag- 
nosis made early, over 90 per cent of them 
may be cured by removal of the tumor with 
1 surrounding zone of normal tissue from 
within the larynx. If the entire vocal cord, 
9 a large portion of it, is removed, the 
patient’s voice will, of course, not return 
‘0 normal. However, so long as enough of 
he larynx is left that the patient is able 
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to breathe through his mouth, he will have 
a usable voice. The voice may be rough, in- 
flexible, and of poor tonal quality, but he 
will be able to talk to his fellow man, and 
is usually able to use the telephone. When it 
is necessary to remove the entire larynx, the 
patient no longer breathes through his 
mouth and the natural voice is, of course, 
lost. However, most of these patients can be 
taught to develop useful voices by learning 
to swallow air and regurgitate it through 
the mouth while forming words with the 
molds of speech. Cancers of the larynx are 
also at times curable by X-ray treatment. 
The decision as to which method of treat- 
ment offers the best oportunity of cure for 
any individual patient is a most difficult 
one. 


Let us now consider the physician’s role 
in the problems of hearing disorders. 

A prominent medical writer has stated 
that “No one knows the extent of the world 
of silence’. Many statistics have been as- 
sembled as to how many individuals are 
born without the faculty of hearing. Many 
surveys have been made to determine how 
many school children are acoustically handi- 
capped. Many additional figures have been 
gathered as to the need for additional work- 
ers in this field. You have heard the results 
of some of these surveys this past few days. 
If you have not been inspired by the prog- 
ress of the work in this field and by the 
patience and tireless industry of the workers 
who have appeared before you, the impli- 
cations as to the extent of the world of si- 
lence are indeed lost. 


The mechanism of hearing is in some re- 
spects more simple than the mechanism of 
speech because it is a passive rather than 
an active function. There is a mechanical 
apparatus for the collection of sound waves 
and for conduction of these waves of energy 
to the terminal filaments of the hearing 
nerve. Then there is an organ to transform 
the physical sound waves into nerve im- 
pulses which are in turn passed through 
nerve filaments to the brain where the men- 
tal phenomenon of sound perception takes 
place. 

The physician divides hearing losses or 
deafness into two types, depending upon 
whether the physical apparatus for conduct- 
ing sound waves to the hearing nerves is at 
fault or whether some of the nervous ele- 
ments are at fault. The first type is known 
commonly as conduction or catarrhal deaf- 
ness and the second as nerve deafness, or 
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sometimes as perception deafness. Conduc- 
tive hearing loss never produces total deaf- 
ness, a loss of about 60 decibels being the 
greatest that is caused by a purely conduc- 
tion lesion. Greater losses and total deafness 
always indicate nerve damage. 


Congenital deafness may be either con- 
ductive or perceptive, although those which 
are conductive are comparatively minor in 
degree and may at times be surgically cor- 
rectible. The physician as such has almost 
nothing to offer the congenitally deaf, al- 
though he is frequently the first to be con- 
sulted as to why the infant has not learned 
to talk at an approximate normal time. You 
have been shown very clearly by this con- 
ference why a physician who is well inform- 
ed no longer tells the parent of such a child 
that there is nothing to be done for the child. 
He can at least serve as a counselor in di- 
recting the parent and the child into the 
“are of those who can help him. 

Acquired deafness may be as severe as 
congenital deafness. Childhood is the most 
precarious period of life, so far as hearing 
is concerned. Deafness so severe as to pre- 
vent the acquisition of speech, or to cause 
loss of speech partly developed, may be 
saused by childhood infections. These in- 
fections sometimes cause deafness by actual 
infection and destruction of the inner ear, 
but more often by a toxic neuritis of the 
hearing nerve. Meningitis is the most fre- 
quent offender and measles and scarlet fever 
the next most important, with influenza as 
the fourth most frequent. Skull fractures 
cause some instances. Syphilis has _ been 
long suspected, but is found but rarely 
among deafened children. Medicine has 
much to offer in the prevention of profound 
deafness from these infections through re- 
cent developments in treatment and preven- 
tion. No longer is a mother advised to ex- 
pose her infant to measles in order to get it 
over with. The result may be a deaf child. 
The modern physician can immunize or par- 
tially immunize a child to measles so that 
he either does not have the disease at all 
or has a very light attack. Meningitis is 
still a very serious disease, especially when 
influenzal in origin, but is responding to 
modern medicines very much better than a 
few years ago. Scarlet fever fortunately, is 
due to an infection which is susceptible to 
recently developed medicaments and no 
longer are its dreaded complications preva- 
lent. 


Infection of the middle ears, ordinary 
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middle ear abcess, and its complication 
mastoiditis, while it is the cause of hearing 
loss, is not an important factor so far as 
profound deafness is concerned. The hear- 
ing losses caused by middle ear disease are 
of great importance. Many children have 
done poorly in school and have been mis- 
takenly thought to be mentally dull because 
they could not hear well. A very valuable 
work is being done in many public schools 
in discovering such children. Many of these 
youngsters have middle ear infections with 
every head cold. Some have chronically dis- 
charging ears. Many simply have poor hear- 
ing because of poorly ventilated middle ears 
from obstruction of the eustachian tubes. 

Modern medicine has made great strides 
in the treatment and prevention of these 
conditions. Middle ear abcesses are usually 
aborted at their beginning nowadays. Acute 
mastoiditis has become a rarity, compara- 
tively, in the doctors’ practice. Properly 
done adenoidectomy has probably contribut- 
ed more to the prevention and correction of 
minor degrees of hearing loss in children 
than any other one thing. 


Tonsillectomy and adenoidectomy are the 
most frequently performed of all surgical 
operations. Many people apparently feel 
that all children should have their tonsils 
and adenoids removed as soon as they reach 
a certain age. This is not so. Age has nothing 
to do with the question as to whether or not 
a child needs his tonsils and adenoids re- 
moved. If the child has had repeated attacks 
of tonsillitis, the tonsils are obviously di- 
seased and should be removed. Adenoids are 
of more importance than the tonsils so far 
as hearing is directly concerned, and they 
take part usually in the same infections that 
the tonsils do. If a child has otitis media 
with every cold; if examination shows that 
adenoids are preventing proper ventilation 
of his middle ears through the eustachian 
tubes; if he cannot breathe through his nose 
because his nasopharynx is full of adenoids, 
he needs to have his adenoids removed. His 
age is not a factor of importance. While the 
adenoids normally become smaller as the in- 
dividual grows up, careful examination of 
the nasopharynx reveals similar situations 
in quite a number of adult patients with 
catarrhal hearing loss. It is true that 
adenoids sometimes regrow after removal. 
If these recurrent growth cause recurrent 
difficulty, repeated operative removal may 
be necessary. In many instances these recur- 
rences are so situated that they may be bet- 
ter treated by X-ray therapy or by treat- 
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ment with small radium applicators manu- 
factured for that purpose. Treatment of 
hearing losses by radium or by radon has 
been rather well popularized in recent years. 
The only usefulness of such radium treat- 
ment is to cause shrinkage of lymphoid tis- 
sue in the nasopharynx and in this manner 
enable the eustachian tubes to function prop- 
erly. It has no other function in the treat- 
ment of deafness. It was used with consid- 
erable success during the recent war in the 
treatment and prevention of aero-otitis in 
aviators who suffered from obstruction of 
the eustachian tubes. 


Some adults have conductive hearing 
losses due to adhesions and scar tissue in 
their middle ears as a result of repeated or 
severe acute middle infections in childhood. 
Such hearing losses are not in themselves 
progressive unless there are repeated acute 
infections or chronic infections. 


Chronic progressive deafness in adult life 
is a most serious problem. It is most often 
caused by otosclerosis. This is a condition 
characterized by new bone formation in or 
about the bony capsule of the inner ear. 
Characteristically, it finally involves the 
footplate of the stapes and fixes it in the 
oval window so that it can no longer vibrate 
and transmit sound waves mechanically to 
the fluid endolymph of the inner ear. Thus a 
conductive type of hearing loss is caused. It 
usually begins in early adult life and is 
slowly progressive. Usually one ear is in- 
volved before the other. Its cause is un- 
known, although a tremendous amount of re- 
search has been done and is being carried 
out in an endeavor to find its cause. Heredity 
appears to be an important factor in its 
development. Sometimes in women the hear- 
ing gets definitely worse with each preg- 
nancy, though this is not always true. There 
is no evidence that its appearance has any 
relation to previous middle ear infections, 
nor does its progress have any dependence 
upon the condition of the nose and throat. 
The hearing is worse, of course, if there is 
any superimposed inflammatory condition of 
the middle ear. Sooner or later some degree 
of nerve degeneration occurs and unfortu- 
nately some cases progress to profound 
deafness. 


Only in recent years has there been any 
really effective treatment for otosclerosis. 
The fenestration operation developed by 
Lempert has been effective in restoring 
practicable hearing to many people. This 
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operation does not stop the otosclerotic pro- 
cess but provides a new opening into the 
inner ear, a fenestrum, by which sound 
waves may again reach the endolymph and 
the end organs of the hearing nerves. The 
fenestration operation can be effective only 
in those individuals with clinical otosclero- 
sis who have no or very little degeneration 
of the hearing nerves. It cannot be done in 
the presence of infection nor in ears where 
there is extensive scarring or absence of 
the ear drum. It should be performed only 
by skilled otologic surgeons who have had 
special training in its technique. It is a 
major operation, very highly technical, and 
should not be done upon patients who are 
not in good general condition for major sur- 
gery. Finally, in the most skilled hands and 
with carefully selected favorable cases, good 
serviceable hearing is restored in only from 
60 to 85 per cent of the patients operated. 
Nor can any operator guarantee that the 
restored high level of hearing will be in- 
definitely maintained. In spite of these limi- 
tations, there are thousands of people who 
now have good serviceable hearing for con- 
versational voice because of the fenestration 
operation. 

There is another great group of people 
who have hearing losses. It is caused by 
slow degeneration of the hearing nerves, is 
insidious in onset, and slowly progressive. 
It occurs usually in the aged and is com- 
monly called senile nerve deafness. It has 
no specific cause and there is no effective 
treatment. 

We have outlined briefly several categories 
of hearing loss and their medical aspects. 

1. The congenitally deaf and those who 
acquire profound deafness in early life. For 
these medicine has no effective treament, but 
has something to offer in the way of pre- 
vention. 

2. Those hearing losses of lesser degree, 
but nevertheless severely handicapping, 
which are caused by infections and inflam- 
mations of the middle ear and most frequent 
in childhood. For these medicine has much 
to offer, both in prevention and in treatment. 
Under skilled medical care, most of these 
handicaps can be relieved. 

3. The chronic progressive deafness of 
middle life. The only effective treatment so 
far developed is the fenestration operation. 
It offers hope and restores hearing to many. 

4. The nerve deafness appearing char- 
acteristically in the aged. Medicine has no 
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treatment to offer but a well informed doc- 
tor can offer advice which will result in con- 
siderable help to these people. 

We have, purposely, not as yet mentioned 
the electric hearing aid. Its development and 
improvement have paralleled the develop- 
ment of radio and electronics. It cannot re- 
store hearing, but its use enables the hard 
of hearing to hear very much better. Many 
thousands of people who would have be- 
come social outcasts, auditory hermits and 
psychological misfits have been restored to 
and maintained in useful, happy pursuits by 
the efficiency of these instruments. The doc- 


May, 1950 


tor can now tell his patient, “No, I cannot 
help your hearing, but I can help you hear 
a great deal better’. 


As a physician, I cannot praise too highly 
the workers in the field of speech and hear- 
ing disorders outside the offices and clinics 
of practicing physicians. Many doctors are 
not aware of the tremendous work being 
done or of its value both to the handicapped 
individuals themselves, and to the commun- 
ity at large. I take great pride in helping to 
spread knowledge of this work among my 
fellow physicians. 


THE DIAGNOSIS AND TREATMENT OF INTERVERTEBRAL 
DISC LESIONS IN THE LOW BACK” 


J. ALBERT KEY 


ST. LOUIS 


Just as low back pain is one of the most 
frequent complaints of man, so are lesions 
of the intervertebral discs in this region 
one of the most common pathological con- 
ditions present in adult men and women. 
This is because these lesions are the most 
frequent cause of lowback pain and sciatica. 
We now believe that the conditions which 
we formerly diagnosed sacroiliac strain, 
lumbosacral strain, postural and traumatic 
lowback strains, facet syndrome, and lumbo- 
sacral arthritis or spondylitis are all lesions 
of the intervertebral discs in the lumbosacral 
region. Since these comprise over 90 per 
cent of the patients whose chief complaint 
is pain in the low back, it is evident that 
ontervertebral disc lesions in this area are 
very frequent. 

The difficulty is not to diagnose a disc 
lesion in a patient who is suffering from 
pain and disability in the low back with or 
without sciatica, but to diagnose anything 
else. The other conditions which cause pain 
and disability in this area are: Spondylo- 
listhesis, fractures involving the lower lum- 
bar vertebrae, neoplasms involving the bone 
in this area (either primary or metastatic 
tumors), disease of the vertebrae in this 
area (especially tuberculosis), ankylosing 
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arthritis of the spine (spondylose rhizo- 
melique of Marie-Strumpel), and intraspinal 
tumors. 

Any of the above may cause symptoms 
and physical signs which resemble those 
caused by intervertebral disc lesions. For- 
tunately, they are all relatively rare con- 
ditions and unless the patient is seen quite 
early in the disease careful x-ray examina- 
tions will usually reveal the lesion in the 
bone and lead to the correct diagnosis. An 
exception to this rule is an intraspinal tu- 
mor which may cause symptoms and yet 
not be revealed by the x-ray. 

The lesions in the discs vary from a 
softening and degeneration of the disc with 
little or no bulging to a complete rupture 
of the annulus with extrusion of disc ma- 
terial into the spinal canal. The usual lesion 
found at operation is a disc which is soften- 
ed and degenerated in its center and which 
bulges or protrudes posteriorly into the 
spinal canal and encroaches upon one or 
more of the spinal nerve roots in this area. 
It is known that some of the symptoms are 
caused by irritation of the nerve root or 
roots by the protruding disc. It is quite 
possible that some of the symptoms arise 
from the. disc itself or from the adjacent 
periosteum or apophyseal joints. 

It seems probable that the condition of a 
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pathologic disc may vary from time to time 
and certainly the clinical pictures presented 
by patients with intervertebral disc lesions 
vary greatly among different patients and 
at different times in an individual patient. 
The clinical picture includes the history, 
physical findings, x-ray findings (including 
a myelogram), and the laboratory findings. 
The clinical course and the operative find- 
ings may be added. 

In the history, the most frequent com- 
plaint is pain in the lowback. This may 
have followed a severe strain or fall or a 
slight catch in the back or strain as in bend- 
ing over to tie a shoe or it may begin grad- 
ually without known cause. The pain varies 
greatly in severity and distribution. It may 
be a mild, dull ache which is present only 
after prolonged standing or it may be a 
severe lancinating pain which is aggravated 
by the slightest movement, and all grada- 
tions between these two extremes are en- 
countered. In disc lesions of traumatic 
origin, the severity of the pain may or may 
not correspond to the severity of the injury. 
The intensity of the pain may vary greatly 
from week to week or even from day to 
day or it may be relatively constant. 

It is especially to be noted that the pa- 
tient may have had one or more similar epi- 
sodes of lowback pain in the past and these 
may have lasted a variable period (from a 
few days to several weeks or more) and 
then quieted down with or without treat- 
ment, only to recur, perhaps with increased 
severity. It is usually aggravated by activity 
especially repeated bending or lifting or 
prolonged standing. In others, the pain is 
most troublesome while sitting or even at 
night while lying in bed. Many of these pa- 
tients cannot sleep on the affected side. If 
the pain is severe, it usually is increased by 
coughing, sneezing or straining. It may or 
may not be relieved by rest in bed or by 
some protective posture which the patient 
has learned; such as flexion of the hip and 
knee on the affected side. 

In some patients, the pain remains lo- 
calized in the lowback and is usually bilat- 
eral but more severe on one side; but it may 
be unilateral, midline or about the same on 
both sides. It may be referred along the 
iliam crest, to the buttox, to the sacroiliac 
region, to the posterior thigh, popliteal 
space, calf, ankle or foot or even to all of 
the above. Often the pain begins in the back 
and after a few days or weeks, extends 
down the distribution of the gluteal and 
sciatic nerves. It may then leave the back en- 
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tirely and be present only in the lower ex- 
tremity. There may be some tingling or 
numbness of the extremity and it may be 
colder than that on the normal side. The 
patient may complain of weakness, both in 
the back and in the affected extremity. In 
exceptional cases, there may be loss of 
sphincter control. 

Those patients in which a list or a flexion 
deformity of the lumbar spine or hip is 
present may complain of a curvature of the 
spine, of one hip being prominent, or of in- 
ability to stand straight. Chronic cases not 
infrequently state that the pain extends up 
into the thoracic region of the back. De- 
pending upon the severity of the pain and 
the patient’s reaction to it, the patient may 
carry on his usual activities and be annoy- 
ed by the pain, he may confine his activities 
to light work and limit his exercise or he 
may be completely incapacitated and even 
confined to bed for weeks or months. 

From what has been written above, it is 
evident that we consider the history very 
important. In fact, it may be even more im- 
portant than the physical, x-ray and labora- 
tory examinations and often the history is 
the most important factor in deciding upon 
the diagnosis and the method of treatment 
to be advised in a given case. Having com- 
pleted the history, we now proceed with the 
physical examination. In doing this, we bear 
in mind the history which has been obtained 
from the patient and the fact that the ab- 
normal physical findings vary directly with 
the severity of the pain at the time of the 
examination. He may be having no pain at 
the time of the examination and present 
nothing abnormal or he may be suffering 
so much that a satisfactory examination 
cannot be performed. 

Our physical examination is usually limit- 
ed to the back and lower extremities. These 
patients are not ill, nor do they complain 
of any symptoms which do not originate in 
the low back. The patient’s back should be 
bared and his gait and posture noted. He 
may walk normally or he may walk with 
a marked limp, complaining of pain when 
he bears weight on the affected leg. When 
asked to stand erect, he may stand with his 
normal posture or may stand erect with a 
rigid, flat lumbar spine, or he may be bent 
forward or listed to one side and unable to 
stand erct or he may have difficulty in 
standing at all. 

The patient is then asked to keep his 
knees straight and to bend forward, back- 
ward, to the right and to the left. The range 
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Backward bending is slightly limited and causes pain in 


of movement and character of the move- 
ment in the lowback and hips are noted both 
during the bending and during the recovery. 
Likewise, the degree and location of the 
pain caused by each movement are ascer- 
tained. 


space on the left 
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a. Patient with moderately acute pain in the lowback and left sciatic distribution 


b. Forward bending is markedly limited and causes pain in the back and lower extremity 
the lowback 


With the patient lying on his back, first 
one and then the other leg is raised as far 
as possible with the knee straight and the 
range of movement permitted in each leg 
and the character and location of the pain 
produced by the straight leg raising are 


a. Bending to the left is moderately limited and causes pain in lowback and left lower extremity 
b. Bending to the right is free and painless 
The areas of tenderness are marked on the skin At operation, a large, lateral extruded disc was found at the fourth inter- 
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noted. With the straight leg raised to a point 
where it causes slight pain, the foot is then 
dorsiflexed in order to determine whether or 
not this increases the pain. The knee is then 
flexed and the hip is flexed on the abdomen, 
rotated inward and outward, abducted and 
adducted in order to rule out symptoms 
arising in the hip. Atrophy of the thigh or 
calf and decreased temperature in the af- 
fected extremity are looked for at this time. 


The patient is then turned upon his face 
and a pillow is placed under his abdomen in 
order to flex or flatten the lumbar spine. 
The spaces between the spinous processes 
in the lumbo-sacral region are then palpated 
for deep tenderness and the degree and lo- 
cation and possible radiation of the pain 
are noted. The deep palpation is then con- 
tinued down over the buttox posterior thigh 
and calf on the affected side and areas of 
tenderness are noted. Each hip is then 
hyperextended in order to determine wheth- 
er or not this causes pain in the low back. 


He is then permitted to sit up and the 
knee jerks and ankle jerks are tested. The 
affected leg and foot are examined for 
hypaesthesia and the power of the extensor 
and flexor muscles of the foot and toes are 
tested. 

Anteroposterior and lateral x-rays of the 
lumbo-sacral spine are then made and ex- 
amined. No other laboratory examinations 
are necessary for a tentative diagnosis of 
an intervertebral disc lesion in the lumbo- 
sacral spine. 

In an average case with moderately se- 
vere symptoms at the time of examination, 
the patient will stand with a flat lumbar 
spine and a slight list which is usually away 
from the side of the pain, but may be 
towards it. On attempting to bend forward 
or backward or towards the side of the 
pain, movement in the lowback will be 
markedly limited and will cause pain in the 
lowback and in the sciatic distribution on 
the affected side. He is usually able to bend 
away from the affected side without pain. 


With the patient recumbant, the muscle 
spasm and list disappear. Straight leg rais- 
ing is markedly limited and painful on the 
affected side and moderately so on the sound 
side. Dorsiflexion of the foot at the limit of 
painless straight leg raising on the affected 
side causes pain. With the patient prone, 
hyperextension of either hip causes mod- 
erate pain in the back. On deep palpation, 
there is moderate tenderness in the lumbo- 
sacral region which is most marked over the 
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affected disc. There is also tenderness in the 
buttox, posterior thigh, and calf. 


Diminution or absence of the knee jerk, 
hypesthesia of the big toe and weakness of 
dorsiflexion of the foot or toes suggests a 
lesion of the fourth lumbar disc involving 
the fifth lumbar nerve root. 


Diminution or absence of the ankle jerk, 
hypesthesia of the outer toes and outer side 
of the foot and weakness of the calf muscles 
(inability to walk or stand on the toes) sug- 
gests a lesion of the fifth lumbar (lumbo- 
sacral) disc with involvement of the root 
of the first sacral nerve. 

The x-ray is taken chiefly to rule out de- 
structive disease of the spine (neoplasm or 
infection) ankylosing arthritis, and frac- 
tures (especially spondylolisthesis). In a 
disc lesion of long standing, the x-ray may 
reveal a narrowing of the space between 
the bodies of the vertebrae, and the ad- 
jacent bone may be eburnated and the mar- 
gins of the vertebral bodies may show a vari- 
able amount of osteophyte formation. Even 
here, however, the symptoms may be due 
to a neighboring disc which appears nor- 
mal in the x-ray. We do not advise myelo- 
grams unless we think that we should op- 
erate upon the patient, and even then, we 
operate upon many of our patients with disc 
lesions without subjecting them to myelog- 
raphy. This is because the procedure is an 
added ordeal and expense to the patient and 
in our hands it is only about 70 per cent 
accurate. The final diagnosis is made only 
by revealing the disc on the operating table. 

Having decided that the patient has an 
intervertebral disc lesion in the low back, 
we must now decide whether we should ad- 
vise operative or conservative treatment. Un- 
less the patient has failed to respond to 
adequate treatment administered elsewhere, 
we advise conservative treatment in the 
great majority of these patients and find 
that in about 80 per cent of them, opera- 
tive treatment is not necessary. 

CONSERVATIVE TREATMENT 

The measures which we use in the con- 
servative treatment of these patients are: 

1. Rest. This is the most important meas- 
ure available for the conservative treatment 
of these patients and many acute cases will 
recover if it is used early in the period 
of disability. The degree of rest prescribed 
must be adjusted to the severity of the 

symptoms. A patient with severe pain and 
marked disability should have uninterrupt- 
ed rest in bed. This is most satisfactorily ob- 
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tained in a hospital and it may be combined 
with traction (about eight pounds to each 
leg). The bed should be equipped with a 
fracture board and a small pad should be 
placed under the lumbar spine and knees. 
In some patients, pillows under the head 
and dorsal spine and knees to maintain 
flexion of the lumbar spine, hips and knees, 
afford considerable relief. 

If the patient is not much better after 
two weeks of rest, more radical measures 
(manipulation under anesthesia or surgical 
removal of the offending disc ) should be con- 
sidered. We do not think that prolonged rest 
in bed is apt to result in a permanent cure. 

In a patient with mild symptoms, relative 
rest is obtained by having the patient avoid 
activities which aggravate the pain in the 
back or leg, especially prolonged standing, 
excessive stooping or lifting and athletics. 
In some instances, he should lie down for 
an hour or so during the day and in others 
a change of occupation is indicated. 

2. A Fracture Board is placed beneath 
the mattress and on top of the springs. This 
is conveniently cut from a large sheet of 
plywood and its dimensions are those of the 
springs. Its purpose is to prevent sagging 
of the bed in the middle and it is most ef- 
fective when it is used with a firm mattress 
(hair, felt or cotton). 

3. Local Heat. This often has an analge- 
sic effect, even when the heat is applied 
to the surface and the pain is deep seated. 
It may be furnished by hot fomentations, 
a heating pad, an infrared lamp or dia- 
thermy. Soaking in a tub of hot water for 10 
or 15 minutes tends to relax the patient 
and to lessen the pain. 

4. Medication. In very acute cases with 
severe pain which is not relieved by rest in 
bed, narcotics may be used to relax the pa- 
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tient and to relieve the pain to a point 
where he can get some rest. But habit form- 
ing drugs are used for only a few days and 
their use is avoided in the treatment of the 
chronic cases of low back pain with or with- 
out sciatica. We have seen several such pa- 
tients who were addicts when they first 
came under our care. Acetylsalicylic acid or 
some other form of salicylate is the drug 
which we use most often for the relief of 
pain in the chronic cases and if the pain is 
unusually severe, this may be combined with 
codeine for a short period. Occasionally, 
we use some form of barbiturate or bro- 
mides if the patient is nervous or unable to 
sleep. We routinely prescribe rather large 
doses of Vitamin B for its tonic effect in 
all of the chronic cases. 


5. Local Novocaine Injections. Occasional- 
ly, we have injected one per cent novocaine 
into the tender areas in the lumbo-sacral 
spine and in the buttox, but have not been 
impressed with its usefulness other than for 
temporary relief. And the same is true of 
the extrathecal injection of 50 or 60 ccm 
of one per cent novocaine through the sacral 
canal. 


6. Manipulation. some of these patients 
are relieved by manipulation of the low- 
back. The method we use is to have the 
patient lie on the affected side near the 
edge of the table or bed with the affected 
hip extended and the opposite (upper) hip 
flexed and this extremity hangs over the 
edge of the table; its dependent weight ro- 
tating the pelvis towards the affected side. 
The surgeon stands facing the patient and 
places one hand on the patient’s shoulder 
and rotates the trunk backwards (away 
from the affected side). At the same time, 
the surgeon’s opposite forearm or hand is 
placed on the patient’s illum and with a 





a. Limitation of straight leg raising on the left Dorsi-flexion of the foot with the knee straight increases the pain 
b. Straight leg raising on the right is also limited, but to a lesser degree than is that on the affected side 
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Myelogram demonstrating a large, extruded disc on the left at the fifth interspace 








This was confirmed at operation On the 


right, the spine is shown after the Pantopaque had been removed 


Fig. 5. 
Myelogram showing a large defect at the fourth interspace with almost complete blocking of the canal as seen in two plane 
This was confirmed at operation. Three years before, a ruptured disc had been removed from the fifth space and the fourth 
space had been explored and found to be normal The recent symptoms at the fourth space followed a severe back injury 
Fig. 6. 
A defect of the stricture or hourglass type at the fourth space This is usually caused by a midline protrusion. Symptoms were 


left sided only and at operation, a left sided rupture of the fourth dise was found 


This is considered a minor discrepan: 


We find 8.3 per cent of minor and 21.9 per cent of major discrepancies in our myelograms 


quick movement, it is thrust downward and 
forward, thus rotating the pelvis forward 
(toward the affected side). This “lumbo- 
sacral twist” may be accompanied by an 
audible crunch in the lumbo-sacral region 
and may startle the patient, but it is rarely 
very painful. 

The patient is then turned on the oppo- 
site side and the manipulation is repeated. 
This maneuver is usually performed with- 
out anesthesia and not infrequently is fol- 
lowed by a variable amount of relief which 
may be permanent. In other instances, it 
has no effect on the pain or disability. It is 
quite safe in that we have not seen it cause 
aggravation of the symptoms. 

In an occasional patient, we manipulate 
the spine under general anesthesia. Then 
we stretch the hamstrings and sciatic nerve 
on each side by forcible straight leg raising 
to beyond 90 degrees and then forcibly 
hyperextend each hip by dropping and forc- 
ing the extremity downward after the su- 
pine patient has been pulled to the edge of 
the table. We then turn the patient on the 
side and perform the “lumbo-sacral twist” 
described above. Just as is the case with 
the manipulation without anesthesia, we 
are not able to predict the result of this 
procedure and when it is followed by re- 
lief, this may be only temporary. Conse- 
quently, we do not manipulate these pa- 
tients under general anesthesia as fre- 
quently now as we did some years ago, 
when we believed that we were dealing with 
sacroiliac or lumbo-sacral sprains or sub- 
luxations. 

After the manipulation, the back is strap- 
ped firmly with adhesive. 

7. Support to the Back. The most immed- 
iate available and one of the most efficient 


methods of limiting the movement in and 
of supporting or splinting the low back, is 
to strap it firmly with adhesive. The chief 
objections to this method are: 1. it may 
cause blisters or abrasions. This can be 
lessened by first painting the skin with 
tincture of benzoin, 2. it is uncomfortable 
and 3. its use prevents the use of local heat 
and of bathing in a tub or shower. Conse- 
quently, it is used only in acute cases. 


A satisfactory method of strapping the 
low back is as follows: the patient is placed 
prone near the edge of the bed or table and 
a pillow is placed under the abdomen to 
flatten the lumbar spine and the skin be- 
tween the anterior axillary lines and from 
the tenth thoracic spine to the middle of the 
sacrum is painted with tincture of benzoin. 
Then six or eight strips of adhesive, three 
inches wide and long enough to half en- 
circle the trunk at the level where they 
are to be applied, are cut. These are not all 
of the same length. The first strip is ap- 
plied to the buttox at the level of the tro- 
chanters, being applied on the near side 
and pulled tightly across while the skin on 
the far side is pulled towards the midline. 
A second transverse strip is applied above 
and overlapping this by about one and one- 
half inches. The strapping is continued up- 
ward until the three lower ribs are embrac- 
ed by the adhesive. The patient may then 
be lifted to his feet and assisted to dress, 
care being taken not to loosen the adhesive 
by flexing the hips or spine. The adhesive 
should be left on for about 10 days or more. 
Then it can be removed without tearing 
the skin. 


A fair emergency support is afforded by 
a wide (10 or 12 inches) woven elastic 
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bandage (Ace or Adapto) applied snugly 
around the lumbar and sacral regions. 


In most instances where a support for the 
low back is desirable, we prescribe a re- 
inforced canvas belt for the men and a cor- 
set for the women. The garment should have 
a solid back with stays which can be molded 
to the patient and straps or laces in front 
in order that it may be tightened. It should 
be cut out in front to permit sitting and 
some bending. 


In instances where a more rigid support 
seems indicated, we immobilize the lowback 
in a plaster of Paris jacket. This has rough- 
ly the form of the canvas belt described 
above (Signet ring). It is applied with the 
patient standing with the lumbar spine flat- 
tened or flexed and the abdomen retracted. 
This is accomplished by having him stand 
facing a pipe or hook in the wall and then 
grasp this and sway backward while the 
knees are held straight and the feet re- 
main close to the pipe or wall. It is then 
cut out in front to permit sitting and some 
bending and may be worn for two months 
or more. 


8. Postural Exercises and Back Strech- 
ing. After the more acute symptoms have 
subsided and the patient is returning to an 
approximately normal existence, he is given 
a series of exercises which tend to strength- 
en the abdominal and back muscles and to 
improve his posture and correct the lumbar 
cordorsis. The back stretching is accomplish- 
ed by having the patient lie on his back and 
flex both knees on to the chest, pulling them 
up with his hands and holding them there 
for a few seconds. This is repeated five to 
10 times, twice daily. If any of the exercises 
aggravate the pain, such exercises are dis- 
continued. 


9. General Measures. The patient’s gen- 
eral health is also our concern. He is advised 
in regard to his diet and an effort is made 
to control his weight and to make it as near 
the normal as possible. He is advised to pro- 
tect the back from abnormal strain and to 
avoid those activities which cause pain in 
the back or sciatica. He is taught to use his 
knees and leg muscles in lifting and to 
avoid bending forward from the hips and 
lifting with his back. 


From what has been said above, it is evi- 
dent that we can do a good deal for these 
patients in the way of conservative treat- 
ment and that we temper our treatment to 


the circumstances and personality of the pa- . 
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tient, as well as to the severity of the symp- 
toms. We try to avoid over treating these 
patients, but when their pain continues, 
something in the way of active treatment is 
necessary, otherwise they get worried and 
seek relief from irregular practitioners. 


We realize that our most important ally 
is time and that if the patient will only 
wait long enough, the pain will in many in- 
stances, subside spontaneously. Of course, it 
may recur later, but most patients will not 
wait very long unless some effort is being 
made to relieve their pain. That is the rea- 
son that they seek relief from the cults. We 
have operated upon so many patients with 
intervertebral disc lesions who have had re- 
peated osteopathic or chiropractic adjust- 
ments that I believe that manipulations 
should not be repeated too often because 
while they may afford temporary relief, 
they may also cause additional damage to 
the diseased disc and promote the patient’s 
progress to a situation where operative re- 
moval of the disc is necessary if he is to 
be comfortable and active again. 


Under a regime of conservative treatment, 
as described above, from 80 to 90 per cent 
of these patients will get along very well. 
There will remain from 10 to 20 per cent 
who will not be satisfied with partial relief 
and will not tolerate the restrictions to their 
activity imposed by the pain and disability 
in the low back. These are candidates for 
operation. We explore the lumbo-sacral ca- 
nal under local anesthesia and remove the 
offending disc or discs. We do not fuse the 
spine. The use of local anesthesia and the 
omission of the spinal fusion almost elim- 
inates postoperative shock and shortens the 
convalescence. They are up within a few 
days and usually walk out of the hospital 
in about eight or 10 days after the opera- 
tion. 

The results of our operative treatment 
compare favorably with those of most elec- 
tive major surgical procedures. In our series 
of over 500 cases, we have had excellent or 
good results in about 80 per cent, fair re- 
sults in about 15 to 18 per cent, and poor re- 
sults in from two to five per cent. One pa- 
tient died from a staphylococcic septicemia 
and endocarditis. This was before penicillin 
was available. We now consider this an un- 
usually safe procedure and have had no 
cases of foot drop or of extensive senory 
paralysis caused by operative damage to the 
nerve roots. Nor have there been any cases 
of postoperative meningitis. 











a alt 




















ea, at A 4 Oat Ook ee eetlClCe 








ee 





a 





May, 1950 


JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 205 





THERAPEUTIC CONFERENCE 


| 
| 
| 
iit 








The University of Oklahoma School of Medicine 
Presented by the Departments of Urology and Pharmacology 
UROLITHIASIS 
BAsIL A. HAYES, M.D., JAMES M. TAYLOR, M.D., 

AND H. A. SHOEMAKER, PH.D. 


DR. SHOEMAKER: The topic for discussion 
this afternoon is urolithiasis. There are three 
phases in the therapeutic management of 
any case of urolithiasis: First, the relief of 
the acute conditions; second, the removal of 
the calculus; and third, the measures which 
would tend to prevent a recurrence of the 
condition. We will ask Dr. Hayes to discuss 
the relief of the pain resulting from a cal- 
culus. 


DR. HAYES: When a patient complains of 
severe renal colic, we never know for certain 
whether he has a stone. He could have a 
ureteral blockage resulting from reasons 
other than a stone, such as pressure from 
a tumor in the abdomen or pelvis. Pain may 
arise from a hypertropied ureter which has 
doubled back upon itself and formed a kink. 
A ureter may be blocked by ptosis of the 
kidney. Any of the above may produce pain 
as severe as that of stones. I have seen a 
few cases of renal colic which followed the 
ingestion of beer; strangely enough, more 
than any other alcoholic liquor. All of these 
would be either a mechanical obstruction or 
a spasm of the ureter. In a few instances, 
I have seen renal colic come from the blad- 
der itself, that is, an inflamed _trigone, 
which causes the ureter to go into spasm 
resulting in a block. Relief consists of meas- 
ures planned to do one of two or three 
things: One, to open the ureter, which in 
most instances we attempt to do with anti- 
spasmodic drugs such as atropine. I use 
large doses of atropine, 1/100 or even 1/75 
of a grain, and accompany it with an opiate. 
If you happen to have papaverine available, 
it is a good drug; one grain of papaverine 
and 1/75 grain of atropine will relieve most 

*This report represents the recording of a Therapeutic Con- 
ference held in the auditorium of the University of Oklahoma 
School of Medicine. These conferences are held each Monday 
at 4:00 P.M. and are attended by the upper classmen in the 
School of Medicine, interns, residents, and other physicians. 
Any physician is welcome to attend and participate. The con- 


ferences are conducted under the sponsorship of the Department 
of Pharmacology. 


people. If it doesn’t, I would, without hesi- 
tation give enough morphine to relieve the 
pain because that is what they want. 

One can relieve some cases, if it is due 
to an inflamed bladder, by treatment of 
the bladder itself. For example, I have seen 
relief come from merely putting argyrol in 
the bladder, but that isn’t very often. Bed 
rest and quiet are important, but the pri- 
mary thing is an opiate accompanied by an 
antispasmodic drug, and of all of them I 
like atropine best. 

DR. SHOEMAKER: The second problem is 
the removal of calculi in the urinary tract 
when they occur. We will ask Dr. Hayes at 
this point to discuss the methods of removing 
urinary calculi. 

DR. HAYES: Urinary calculi can occur in 
the kidney, in a ureter, in the bladder, or 
even in the urethra. They may occur on one 
side or both sides. Before anything is done 
one must know how many calculi are present 
and where they are. We do that by means of 
the cystoscope and x-ray. If we have a simple 
stone in one kidney and it is small enough to 
pass, we usually do not do anything except 
give the patient plenty of water to drink, 
advise exercise a reasonable amount of it 
— and wait, because nine out of ten small 
calculi, if they are in a favorable location, 
will eventually pass. If it is out in the calyx 
or in the lower calyx, particularly, it may 
never pass. It stays there and keeps growing 
and finally has to be removed surgically. If 
the calculus is in the ureter and is small 
and causing litfle pain (some don’t cause 
any) then again I would wait. It may come 
out itself. If it does not, I think the patient 
should be cystoscoped, and many times fol- 
lowing a simple passage of a ureteral cath- 
eter the calculus will pass with a week or 
two. If it doesn’t I would dilate the ureter 
with a bougie and then wait a while. If 
this is not effective we would use a stone 
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remover. The best type I have seen is that 
first described by Dr. Ellick, who I believe 
is now in San Francisco. He tied a_ silk 
thread to the end of the catheter and passed 
the catheter and thread up the ureter. The 
stone would, in a high percentage of cases, 
get wedged in between the silk thread and 
the catheter and one could manipulate it 
down. Dr. Akin here in Oklahoma City has 
improved on that. He runs a guitar string 
through the catheter, bends it back down 
so that the wire, catheter and all are not 
much larger than just the catheter. It has 
the advantage over the silk thread of being 
stiff so that one can pass the whole thing 
up the ureter, and then by holding the 
‘vatheter and the wire and pushing up one or 
the other, one can spring them apart a little, 
the stone will get between them and can be 
pulled down. I have delivered stones by this 
method in the office. It is a very good pro- 
cedure and will succeed in removing the 
calculus in a majority of cases. In other 
cases if you fail with this method, it is a 
very good idea to leave a catheter lying in 
the ureter. That has a softening and dilat- 
ing effect on the ureter. If you leave it in 
24 hours and then take it out (some urolo- 
gists leave it in longer), the stone will often 
pass spontaneously in a week or 10 days. 
These are the simplest things you can do. 
There are other gadgets on the market. 
There are stone baskets and dilating ma- 
chines of various kinds, for instance the 
Johnson stone basket. You pass it up the 
ureter and the stone will lodge in between 
the wires and you can pull it down. I don’t 
like this one. There are many things that 
urologists can buy — many are barbarous 
inventions and in some instances may be 
dangerous as well as impractical. I would 
try the methods I have mentioned and if they 
fail, I would resort to surgery. 

There is no point in going into the tech- 
nique of surgery here, but to remove a stone 
from the ureter is simplicity itself in most 
instances. If it is in the upper third of the 
ureter you use the same incision one would 
make to approach a kidney. Make one in 
the ureter right over the stone — you can 
usually palpate it — remove it, and you 
don’t have to sew the ureter back together. 
Of course if the calculus is big and the 
ureter is dilated, I would take one or two 
small sutures to bring the edges together. 
If the stone is in the lower third of the 
ureter I think the best incision is a midline 
incision just as we do for a_ retropubic 
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prostatectomy. That is the one Hinman has 
always used, although many use the lat- 
eral incision similar to an appendectomy in- 
cision only longer. We peel the peritoneum 
medially and when you have found the uret- 
er and can palpate the stone, incise the uret- 
er and remove it. I like the midline incision 
because I can approach a longer length of 
the ureter. 


If the stone is too big for the manipula- 
tions I have mentioned and you know it isn’t 
going to pass anyway, there is no use in 
waiting — operate and take it out because 
that is the least dangerous thing for the 
patient. Supposing you have a stone in the 
kidney and in the ureter — begin at the bot- 
tom, taking the lower one out first as a gen- 
eral rule. If you have stones in both kid- 
neys, then the question is which are you go- 
ing to remove first? We usually select the 
kidney with the poorest function. That gives 
you the good kidney to help the patient 
through the operation. After you get it out 
of the poor kidney its function will be im- 
proved and you can go in and take the cal- 
culus out of the other one. If you have stones 
in both ureters the same rule would apply. 
Obtain a function test in all cases if possible 
by injection of indigo-carmine and watching 
it through a cystoscope or by the _ intra- 
venous PSP tests. Occasionally you are in- 
fluenced by other things; for instance, if 
the pain on one side is severe and the other 
doesn’t hurt, then the patient isn’t going to 
feel very good about it if you operate on the 
side that isn’t hurting. He wants you to 
relieve his pain. Many things enter into your 
judgment. 


Stones in the bladder can occasionally be 
dissolved with Subey’s solution. You can get 
a catheter in the bladder and, if it is a cal- 
cium phosphate stone, it isn’t difficult. You 
just keep washing, roil the solution around 
with one of the big evacuators through a 
resectoscope sheath and you will get a lot 
of material out that way. If you have hard 
stones that will not disintegrate this way 
and they are less than a half inch in diam- 
eter, one can usually use a stone crusher. 
temember you can’t pass it with the tele- 
scope in place. You pass it like a sound, 
turn it over, and then insert the telescope. 
You can look through the telescope and see 
the jaws. Now open them, reach down and 
grab the stone and crush it. It is a good 
instrument for stones less than one-third of 
an inch in diameter. For stones larger than 
that I wouldn’t undertake the removal with 
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a lithotrite of any kind. I would do a supra- 
pubic operation and remove it. 


DR. SHOEMAKER: Dr. Hayes, you mention 
disintegrating calculi in the bladder and 
washing them out. Occasionally one hears 
discussions about trying to dissolve calculi 
in the kidney or in the ureter. Is that ever 
successful? 


DR. HAYES: In the ureter, I wouldn’t think 
it would be successful at all. In the kidney 
if you have a drainage tube through a 
nephrostomy incision, one can pass a cathe- 
ter from below and irrigate regularly with 
a fair degree of success. The important 
point is to have a two-way approach. That 
is, the water should go in one place and 
come out the other. If you just run a cathe- 
ter up into the kidney, inject a solution and 
let it come back out, it is a very dangerous 
thing to do. There is trauma to the kidney 
and infection intervenes, at least that is the 
opinion of most men. I have tried it once 
or twice, but I got faint-hearted and didn’t 
keep it up very long. I usually had to go in 
and take the stone out, so I think generally 
speaking it isn’t considered good practice. 

DR. SHOEMAKER: When you consider the 
chemical composition of many of these 
stones you can readily see why trying to 
dissolve or disintegrate them to wash out 
the fragments is not very successful. 

The other phase which we are going to 
discuss this afternoon is the prevention of 
recurrence. If an individual has once had 
a calculus in the urinary tract, he is very 
likely to experience a recurrence. I am go- 
ing to ask Dr. Taylor to discuss this phase 
of the problem. 

DR. TAYLOR: The prevention of recurrence 
of calculi has been a problem confronting 
urologists for a long time. There have been 
many articles written about it. It would be 
very nice if we could say that it is practical 
and feasible to do so. A good many of the 
measures that have been suggested and have 
worked with some people are practical and 
some are not. Some of them are more or 
less scientific in viewpoint but not very 
practical, particularly in dealing with peo- 
ple who are not under your entire control. 
Therein hangs most of our trouble, because 
sO many patients come from areas where 
you cannot have close supervision over them 
for a long period of time. Any measures 
that are instituted must be checked con- 
stantly to see that they are being properly 
carried out. After a few weeks the patient 
usually loses interest and begins to slip off 
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his routine. Unless they are interested and 
conscientious in their own behalf, then your 
efforts are not going to be very successful. 
Various figures have been quoted. One man 
that I happen to know says that he has re- 
duced the incidence of recurrence from 
somewhere around 40 per cent to 16 per 
cent. That is all very well. You will find out 
shortly that you can make figures do any- 
thing. You can find statistics on almost any 
aspect of anything to back up your conten- 
tions. The actual proof of this is a very dif- 
ficult thing to ascertain because the ordinary 
patients are not followed over a long period 
of time. One doesn’t see these people period- 
ically for five and 10 years, and one cannot 
know whether or not they have a recur- 
rence. One can write to them, many have 
moved and left no forwarding address, and 
that is the end of your search. Many pa- 
tients who develop recurrences are unhappy 
about it and they feel that you didn’t do 
all that you could or should have done. They 
go elsewhere and you never hear of them 
again. You may be counting one man as a 
fine example of success and he may have 
been to two or three physicians in the mean- 
time, and may have had more operations. 
All these intangibles have to be considered 
in the problem of prevention of recurrences. 
There may be more actually recurring than 
you may know about. 

The things to be done, first and foremost 
in any problem, is to know why they had the 
first stone. If you can answer that problem 
and correct the condition that caused it, 
then you have a fair chance of preventing 
a similar thing. If you do not know what 
caused the calculus and cannot correct that 
condition, then it is quite likely that no mat- 
ter what you do the patient will have another 
stone. The problems involved are several and 
probably there are two or three things that 
have more influence on stone formation than 
any other items. The first is stasis of urine. 
Anything which interferes with a free, nor- 
mal drainage of urine from the calices to 
the meatus is conducive to stone formation. 
The second is infection. An infection itself 
is tied in with the problem of stasis, be- 
cause if you get free drainage of urine it 
is hard to keep infection active and you can 
get rid of most of them. When you have 
trouble getting rid of infection, you can al- 
most be assured that there is some obstruc- 
tion and consequent stasis. The third prob- 
lem is that of metabolism. If somebody is 
either excreting too much of a certain type 
of mineral or is unable to handle it adequate- 
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ly (an example of that is in the stones of 
recumbancy), he is likely to develop stones 
— orthopedic patients particularly. In peo- 
ple with spinal fractures or fractures of the 
femur, who are not able to be up and around 
and must remain in bed for weeks at a 
time, particularly if they are immobilized 
in long plaster casts, decalcification occurs 
very rapidly, calcium is excreted through 
the urinary tract and it is quite easy for 
them to develop stones. There is of course the 
problem of recurrence if they have once 
had a stone. If you can ambulate these peo- 
ple and eliminate the factor that caused 
them to have their stone, you can prevent 
recurrence of that type. 


The second thing you need to know is 
what kind of a stone did they have. There 
are three or four predominant stones. Of 
course the most common are the mixed 
stones with predominantly calcium phos- 
phate and a sprinkling of other mineral ele- 
ments. There are not many pure stones. We 
probably see more of them in the very small 
stones which are relatively pure, that is, 
composed of one compound, but if they have 
been present any length of time sooner or 
later the other mineral elements in the urine 
will begin to be deposited on them and form 
layers, which you can see in sections or in 
radiographs. In large calculi there is one 
layer after another of salts deposited, and 
of course in those cases most of the later de- 
posits are the calcium and phosphorus crys- 
tals. It may be on a uric acid basis in the 
beginning; it may be on an oxalate basis, 
and there may occasionally be pure uric 
acid or pure oxalate calculi. Having removed 
the stone it is essential to know the chemical 
composition of that stone. Therein too is 
another large factor, in that this is not a 
simple process. A great many people do not 
have access to laboratories. People come in 
and have their stones removed, then they are 
sent home without a determination of the 
composition because the laboratory does not 
have proper facilities to analyze these cal- 
culi. If a stone is predominantly calcium 
phosphate, being a calcium stone one of the 
problems then is to try to reduce the amount 
of calcium in his system by giving him a low 
calcium diet. If it is a uric acid stone, give 
him a low purine diet. Try to eliminate the 
excess uric acid in the blood stream. If it 
is an oxalate stone, reduce the oxalates in 
the diet. Those are simple measures which 
as I say may be begun but it is very diffi- 
cult to keep people on any kind of restric- 
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tive diet for any length of time. They lose 
interest in it, they fail to see the necessity 
for continuing indefinitely with this process, 
a little bit of this and a little bit of that 
won’t hurt them, and soon they slip off their 
diet completely. 


If we can find out why they had their 
first stone and know the composition of it, 
the third problem, and perhaps the most 
important of all in the prevention of recur- 
rences, is to leave that patient with proper 
drainage. That is, do not leave him with 
some surgically produced interference with 
drainage that will cause him to have an- 
other stone. If you are removing a stone 
from the ureter it is essential to know that 
that ureter is open and free to drain below 
that point. If you leave a stricture in the 
ureter and there is a stone above it, the 
stone is removed and nothing is done to 
the stricture, of course then he is quite 
likely to have further trouble and another 
stone. A stricture should be treated, one way 
or another, and the time surgery is done 
is the time to correct it. If there is an ob- 
struction at the ureteral-pelvic junction and 
there is a large stone in the pelvis of the 
kidney as a result of stasis, plastic pro- 
cedures to correct the obstruction are es- 
sential to the operation or he can expect 
a recurrence. 


One of the most common types of recur- 
rence is not a true recurrence at all, but 
a fragment of stone or entire separate cal- 
culus which is not recognized and is not 
obtained at the time of surgery. Therefore 
we feel that it is essential that people hav- 
ing operations for stones should have an 
x-ray plate made before they leave the hos- 
pital following surgery. If there are frag- 
ments of stone present at that time and 
they show in the picture, that cannot be call- 
ed a recurrence. When he comes back a year 
later and the stone is much larger, you 
can’t say he had a recurrence. He has the 
stone that was left behind and it is merely 
enlarged, so that it is essential to remove 
all possible fragments of stones regardless 
of whether it be kidney, ureter or bladder. 


These things — the correction of whatever 
condition he had that caused him to have 
the stone, the elimination of excess of the 
type mineral found in the stone from the 
diet, and the surgical correction of whatever 
defects may be present — are probably the 
three essential items. 
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Other things have been suggested and one 
of them of course is the use of Vitamin A. 
Vitamin A has to do in one of its aspects 
with the proper growth and well being of 
epithelium, and in the urinary tract it has 
been demonstrated, at least in laboratory 
animals and in some cases of humans, that 
a Vitamin A deficiency exists in these peo- 
ple. If such can be corrected the epithelium 
does not have the breakdown that allows the 
mineral elements to be deposited over the 
raw areas on the renal papillae where most 
kidney stones originate. By correcting that 
particular deficiency their trouble may be 
alleviated. 

Measures then are three: (1) correction 
of defects, (2) the elimination of provocative 
minerals from the diet, and (3) the use of 
Vitamin A. Vitamin D should not be given 
combined with Vitamin A. It should be ad- 
ministered separately for better control of 
dosage, because an excessive amount of Vit- 
amin D will tend to reproduce the condition 
you are attempting to correct. You can pro- 
duce an over-excretion of calcium and you 
can produce calcium stones as a result of 
too much Vitamin D. Anything which con- 
tributes to the patient’s general well being 
is good treatment. If he is living on a faddish 
type of diet or if he is living an entirely 
sedentary life, or if he is doing too much 
of this and not enough of that, anything 
that affects his general condition should be 
taken into consideration and corrected. Of 
course infections may have a part in it and 
such things as infected teeth, and obvious 
things that turn up in general checkups 
should be remedied. 


The most dangerous type of recurrence 
comes within the first two years. If you can 
get them past the first two years after sur- 
gery, then they have a pretty good chance 
of going an indefinite time without further 
stone formation. If you can’t follow them 
indefinitely but can follow them at least 
two years, you will probably help things 
considerably. 


Dr. Hayes has already commented on one 
of the things that has been utilized in the 
prevention of recurrences and that is the 
use of various irrigating solutions such as 
Subey’s solution. We also use dilute solutions 
of phosphoric acid and acetic acid through 
drainage tubes either in the bladder or in 
the kidney. Where a large fragmented stone 
has been removed and it is felt that there 
is a little sandy deposition still present, if 
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you can flush that kidney or bladder 
thoroughly for a matter of several days 
with that solution, you have a better chance 
of removing these little foci or nidae around 
which further stones can be created. At- 
tempts have been made to eliminate stones 
in the kidney by putting one or two or three 
indwelling uteral catheters and irrigating 
through one and out through the other. One 
of the problems that has come up of course 
is that the solution used for this irrigation 
has been involved only in the mineral aspects 
of it. The matrix of the stone, which is 
composed entirely of organic material, is 
not affected. One of the things that has been 
suggested by Dr. Keyser, who was here two 
or three years ago at our Clinical Conference 
and has done considerable work from that 
aspect, is the use of 0.5 per cent solution of 
urease, alternating with Subey’s solution. 
Irrigate with one, then the other. 

Many will come in and say that they have 
an acid condition or acid urine. The urine 
should be normally acid and they don't 
realize it. They all feel that taking citrus 
fruits because of the citric acid involved is 
what makes the urine acid, and of course 
it doesn’t do anything of the kind. They 
have an alkaline reaction in their system. If 
you have a man who has a tendency to form 
calcium phosphate stones, you want to keep 
his urinary pH down to a low level, and the 
excessive ingestion of citrus fruits therefore 
would not be indicated because it would tend 
to keep it on a higher level. 

DR. SHOEMAKER: Dr. Hayes, do you have 
anything to add to Dr. Taylor’s discussion of 
the preventions of recurrences? 

DR. HAYES: No, I don’t think so. He said 
the urinary tract should be left to drain 
well and remove all granulating surfaces 
and inflammatory areas, which goes without 
saying. 

DR. TAYLOR: One thing I forgot to men- 
tion is the acidity and alkalinity problem 
involved in stone formation. Most stones are 
composed of calcium phosphate and those 
people concerned should have their urine 
maintained at as low pH as is convenient. 
You can do that by the use of an acid-ash 
diet, which again is one of those effective 
things if you can get people to eat it. It is 
a very robust diet containing large amounts 
of meat as a rule, and a lot of people are 
just not constitutionally able to eat that 
much. The idea of course is to give them 
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enough of the foods which produce an ex- 
cess of acids and avoid those foods which are 
high in alkaline ash. In addition to that, if 
necessary and if you cannot maintain acidity 
by a diet, you can give them such things as 
ammonium chloride. Urinary antiseptics of 
course should be considered. Whatever type 
of infection is present should be treated by 
whatever antibiotic is indicated. If you can 
relieve the infection then you have a better 
chance of preventing recurrence. If the 
stones are acid in type, then their diet 
should be such that their urine is slightly 
on the basic side but not too much so, be- 
cause you may precipitate calcium phos- 
phates. They should be watched and balanced 
and their urine should be examined at fre- 
quent intervals to rule out the possibility 
of or presence of infection and any exces- 
sive crystalline matter which will show up. 


QUESTION: How frequent are urinary cal- 
culi seen in patients with what is otherwise 
a subclinical type of hyperparathyroidism? 


DR. TAYLOR: As far as the problem of 
hyperparathyroidism is concerned it has al- 
ways seemed to me like you were groping 
in the dark. Actually the number of cases 
of hyperparathyroidism that have been re- 
ported, that is, those people with actual 
hyperparathyroid adenomas, is not very 
large. When you consider the tremendous 
number of people who have stones and you 
check all their blood chemistry and look 
for these things (some of them have been 
explored surgically), and nothing has been 
found, the problem of hyperparathyroidism 
in relation to urinary calculi is negligible. 
Certainly if they do have true hyperpara- 
thyroidism they are quite likely to have cal- 
cifications in the kidney, but everybody with 
calcification in the kidneys certainly is not a 
candidate for hyperparathyroidism, which is 
a rather rare entity. If you have hyper- 
parathyroidism you probably will have the 
stones, but certainly not the other way 
around. 


DR. HAYES: In connection with hyperpara- 
thyroidism, I have had several worked out 
thoroughly and have never been able to 
prove the presence of the disease in the 
first place. That was when enthusiasts on 
the subject were working them out too, so 
if they didn’t find it I don’t think anybody 
would. And the next thing, even when they 
operated on such cases, and again I am re- 
ferring to enthusiasts now who think they 
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know about it, they didn’t find the tumor; 
so it is a pretty impractical business and I 
think their batting average is zero. 


QUESTION: Are calculi associated with 
other symptoms or enlarged prostates? 


DR. HAYES: In my experience, not too fre- 
quently. I find them every now and then, 
but usually the patient doesn’t know he has 
calculi. His prostate overshadows the other 
trouble. Naturally the prostate causes ob- 
struction of the urinary tract, and if he has 
it long enough or if he gets an infection as- 
sociated with it, he may have stones. But 
considering how many prostates we see and 
relatively how few of them have stones, I 
would say that is not very important in that 
particular disease. 


DR. TAYLOR: We don’t see a great many, 
and I think perhaps not as many are seen 
now as there were 15 or 20 years ago. Of 
course stones are formed behind an obstruc- 
tion and you may have an obstruction other 
than prostate, but not all bladder calculi 
are associated with an enlarged prostate. 
You may have diverticuli of the bladder or 
a heavily distended bladder as a result of 
pressure, and small calculi are much more 
likely to develop than if the process had not 
gone on for a period of 10 or 15 years. But, 
by and large, the percentage of combina- 
tion of stones and enlarged prostate is not 
very high. 

DR. HAYES: I might add another word or 
two about that. In transurethral resection 
of the prostate it is rather important to 
know whether there is a stone there or not. 
Of course you can see it the moment you 
look in, for that matter, if there isn’t a big 
median lobe. I have made the sad mistake 
of going in and trimming out the prostate 
and then finding that there was a stone in 
there which I couldn’t get out. Then I had 
to do a suprapubic because I couldn’t crush 
it. You can’t see well in a bladder if it is 
oozing. So I have a strong feeling that any- 
one who is going to have a transurethral 
prostatectomy should at least have a flat 
plate made of the bladder to see whether 
there is a stone present. In any other type 
operation it is not important at all because 
you can get it out very easily at the time 
of surgery if there is one. You can do it 
peritoneally, retropubicly or suprapubicly, 
and if it is in the bladder it is simple to 
remove the stone right at the time. 
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What is the essential requisite which enables a physician to render 
the greatest service to his patient? Is it a pleasing personality, the acqui- 
sition of scientific knowledge, technical skill, or diagnostic insight? No, 
it is none of these. It is simple honesty. All of these other qualifications 
may be attained in varying degrees but without honesty where do they 
lead — to unprofessional showmanship and salesmanship. 


We justly criticize individuals professing to practice the healing art 
who because of their inadequate skill, training and experience, or wilful 
misrepresentation, present panaceas where there is no relief, cures where 
there is no cure, without consideration of the patients welfare simply 
furthering their own selfish ends. So long as the practice of medicine is 
continued on an hororable plane in these respects, we hold no fear of its 
being superseded by cults, isms, or fads. 


If a physician lacks the facilities necessary for complete study and 
better diagnosis of a given problem he may enlist the help of his confreres. 
Sometimes it requires courage to suggest consultation because of possible 
misinterpretation of that suggestion. 


Just as honesty is a requisite in dealing with patients, so must it be 
the guide in dealing with our fellow practitioners. A double responsibility 
rests on the physician to whom a patient is referred or one to whom a 
dissatisfied patient turns. He has the responsibility to the patient which 
we fully appreciate, and likewise to the physician which perhaps is not 
so readily appreciated. Criticism has been made that on occasion the 
referring or former physician and his opinion are or may be lightly re- 
garded or that he is not always informed as to what is being done to the 
patient. Let the consultant avoid such criticism by giving careful con- 
sideration to both the patient and the physician. In the final analysis 
the patient’s welfare comes first and honesty remains the essential 


requisite. 


President. 
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WHAT YOU SHOULD KNOW ABOUT MEDICINE 


LEWIS J. MOORMAN, M.D. 


OKLAHOMA CITY 


Medicine was not sired by government. 
On the contrary it found its birth in “The 
primal sympathy of man for man”. Thus 
it became one of the most sacred of all 
human relationships, ranking with the Di- 
vine right of worship. When this relation- 
ship is interferred with, medicine’s highest 
function is lost. 

Modern medicine has reached its present 
state of efficiency through an evolutionary 
process. It is not the result of government 
planning and like religion and freedom of 
speech, it cannot survive government con- 
trol. Through new discoveries, sanitary en- 
gineering and preventive measures it has 
kept abreast with progress in other fields 
of endeavor and made it possible for us to 
survive the coming of “one world” with the 
intermingling of the nations with their 
varied racial diseases and susceptibilities. 
Medicine has followed the course of nature 
not the mandates of government. It has met 
the needs of mankind as they have arisen. 

The function of medicine has been stifled 
wherever government control has arisen. Ex- 
perience in other countries shows that the 
cost of government medicine rises as the 
quality falls. There is no such thing as free 
medicine except that voluntarily tendered by 
the patient’s private physician, at his own 
expense, according to his. present privilege 
as a free agent. The sum total of this free 
service if paid for by the government would 
reach deep into the taxpayer’s pocketbook 
and rob the physician of the chastening in- 
fluence of this voluntary service. Without 
exception nationalization of medicine has 
been associated with national decline. Only 
in small countries with homogenous socio- 
economic conditions has socialized medicine 
attained seeming success. But it has been ob- 
served that the people from these countries 
live longer when transplanted to the U. S. 


where they have the benefit of voluntary 
medical service under our system of free en- 
terprise. The United States is the most het- 
erogenous nation in the world and its cit- 
izenry the most independent, therefore, the 
least adaptable to any form of socialized 
medicine. It is well known that nationalized 
medicine, like other functions of the welfare 
state, destroys individual initiative, honor 
and integrity, discourages thrift and lessens 
the wiil to produce. Thus the socialistic trend 
now threatening the integrity of free enter- 
prise in the United States will reverse the 
character building principles upon which 
our republican form of government was 
founded. From a medical standpoint this 
is important because successful medical care 
is dependent upon full cooperation on the 
part of both patient and physician. 

The hue and cry about the shortage of 
physicians is largely a result of political 
propaganda. The United States has more 
physicians in proportion to population than 
any other country in the world except Pal- 
estine where the profession is surcharged 
with refugee doctors. We have the best sys- 
tem of medical education and the most near- 
ly adequate medical school facilities in the 
world for the training of physicians. The 
fear of a serious shortage of physicians in 
the future is obviously unfounded unless we 
enter another national emergency. The Fed- 
eral Security Agency’s bulletin recently pub- 
lished under the title, “Health Service 
Areas” ostensibly to forecast the alleged 
shortage of doctors by 1960 is founded on 
false premises. It is inaccurate in its local 
appraisals and estimates, and as has been 
suggested, it seems to have been molded to 
fit “assumed conclusions”. This is significant 
in that the- survey has cost the taxpayers a 
lot of money and its false conclusions are 
being employed to mislead the people and to 
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highpower medical schools into Federal sub- 
sidy and the accompanying danger of con- 
trol. Also the report unjustly becomes a 
part of the Federal Security Agency propa- 
ganda for compulsory health insurance. The 
same agency and socialistically minded poli- 
ticians are overplaying the need of doctors 
in rural communities. This propaganda has 
penetrated the public mind and needs to 
be analyzed and counteracted by fair pre- 
sentation of the facts. In Great Britain soon 
after the Health Act went into effect it was 
realized that the strain on the treasury, the 
profession and on the nursing service might 
be eased “quite as much by reducing the 
number of patients as by increasing the 
number of nurses and other services.” This 
is an example of what the cold, impersonal 
hand of bureaucracy can do to people once 
they come under the rule of the welfare 
state. 


Those who think doctors have deliberately 
limited the number of medical graduates 
should know that the number is determined 
by physical limitations of teaching facilities 
and not by the doctors engaged in medical 
education. The required buildings. laboratory 
equipment and hospital beds are very ex- 
pensive. More graduates will be forthcoming 
when the people provide cash for the neces- 
sary facilities. This should come from local 
sources, either through appropriations by 
state legislatures or public philanthropy. 
During the past few years according to an 
editorial in the New England Medical Jour- 
nal, seven four year medical schools have 
been added to those already in operation and 
five more are contemplated. 


There are good reasons why doctors are 
not locating at the crossroads in rural com- 
munities as they did 50 years ago. Before 
the turn of the century the country doctor 
could make a living on typhoid fever, diph- 
theria, pneumonia and summer complaints. 
Immunity measures provided by medical dis- 
coveries have virtually eliminated typhoid 
and diphtheria. Sulfonamides, penicillin and 
aureomycin and other new drugs, have ren- 
dered pneumonia much less ominous for the 
patient and much less profitable to the doc- 
tor. Refrigeration, sanitation, and improved 
medication have almost eliminated summer 
complaints. Improved roads, automobiles, 
and transportation by air, plus education 
with reference to clinics and hospitalization 
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tend to whisk the patient by the country 
doctor while he is being penalized by the 
new medical publicity and motorized psy- 
chology. Considering modern transportation 
the country patient 50 to 100 miles from the 
nearest city relatively speaking is much 
closer to medical care than the patient liv- 
ing 10 miles from his country doctor fifty 
years ago. Under these circumstances, it is 
hardly fair to expect the well trained young 
doctor to invest 30 to 50 thousand dollars 
for sufficient modern facilities to stop the 
motored marathon toward city doctors. Are 
the people and the trend of the times to 
blame or must the medical profession be 
held responsible for the dearth of country 
doctors? 


The communities in need of good doctors 
and desirous of scientific medical care should 
consider the feasibility of providing modern 
facilities for the well trained young doctor 
when one is available. Many of the medical 
schools are now encouraging students to 
consider the need of general practitioners 
in rural locations. Our own medical school 
is now stimulating interest in country prac- 
tice by placing senior students with selected 
general practitioners in rural communities 
for valuable experience and training. 


Apropos the alleged shortage of doctors 
it seems reasonable to consider the health 
and physical competency of the nation in 
the calculation. The population of the U. 8S. 
has been doubled since 1900. Average lon- 
gevity is increasing at a rapid rate. At the 
turn of the century the lowest maternal mor- 
tality rate was 4.3. In 1947 the highest rate 
was 2.6. At the present time the whole na- 
tional socio-economic status is being serious- 
ly upset by the increased birth rate, (sign 
of physical competency) the saving of life 
in infancy and the pyramiding of the old 
age group. Already the burden of old age 
pensions may be charged to the doctors. Cer- 
tainly physicians are largely accountable for 
the above mentioned gains, whether they be 
considered national credits or debits. But the 
government gives no credit for these ad- 
vances and paradoxically cries out for bet- 
ter medicine. The bureaucrats might do well 
to shoulder the responsibility of finding a 
better way of life for the ever increasing 
number of people who because of good medi- 
cal care live longer and move faster than 
ever before. Must the people and the phy- 
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sicians accept a system of medical care 
which will rob them of the scientific, moral 
and spiritual values which have been respon- 
sible for the best medical service in the 
world. With the known inaccuracies of gov- 
ernment bureau surveys and investigations 
and the administrative incompetency so 
flagrantly displayed from time to time and 
the susceptibility to political expediency does 
it seem reasonable to place our health and 
our lives in the cold impersonal hands of a 
government agency. 

Our own Indian medical service supplies 
a shocking example of government failure. 
Though better managed and more adequate- 
ly financed the medical department of the 
Veterans Administration has many short- 
comings. Every effort has been made to 
bring it as nearly in line with civilian prac- 
tices as government red tape allows and yet 
many a well meaning VA physician is still 
struggling through time consuming paper 
work toward patient welfare. These medical 
services should have careful study before 
compulsory health insurance is considered. 

Forgetting medicine except as the admin- 
istration’s proposed beachhead for the con- 
quest of all independent industry, should not 
every loyal citizen take his stand on the 
question of free enterprise based as it is on 
the sound principles laid down by our 
Founding Fathers. 

Think of Jefferson, who wrote the Decla- 
ration of Independence and championed the 
constitution of the United States. Think of 
Washington, who with modesty matching 
his valor, declared his reluctance to accept 
the presidency because of the responsibility 
of building a republican form of government 
designed to keep alive the “sacred fire of 
liberty” and forever furnish a haven of safe- 
ty from “oppression and misrule”. Think of 
John Marshall who sought to safeguard 
these principles in the conduct of the su- 
preme court. And finally of Lincoln who left 
so many burning words mounted on the im- 
perishable wings of truth. Is it not time to 
listen while this great champion of liberty 
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speaks? “You cannot strengthen the weak 
by weakening the strong.” ... “You can- 
not help the poor by tearing down the rich.” 
“You cannot keep out of trouble by spend- 
ing more than your income.” “You cannot 
build character and courage by taking away 
a man‘s initiative and independence.” “You 
cannot help men permanently by doing for 
them what they could and should do for 
themselves.” This might well be considered 
the citizens Bible brought from polygot jar- 
gon and political parleying into plain Eng- 
lish. If these principles are put into practice 
they will afford full protection against the 
threat of socialized medicine and give a 
free people their only remaining chance to 
succesfully defend themselves against the 
catastrophy of the welfare state. 

In addition to medicine’s routine care of 
the sick, rich and poor, it has voluntarily 
become “the guardian of health and life it- 
self”. Through the sleepless critical pursuit 
of scientific research it has thwarted disease, 
minimized suffering, stayed the hand of 
death and doubled average longevity. Its 
phenomenal discoveries, once proven bene- 
ficial to humanity, have been made avail- 
able without thought of commercial gain. 


Through scientific advances, medicine has 
provided the principles for progress in pub- 
lic health and social medicine and has point- 
ed the way for government participation. 
Finally, it may be said that the medical pro- 
fession in the United States, conscious of 
the changing socio-economic picture is ac- 
tively encouraging all voluntary insurance 
programs in an effort to help meet economic 
emergencies ever arising on account of ill- 
ness in the lower income groups. Approxi- 
mately one fourth of the people in the U. S. 
now have Blue Cross hospitalization insur- 
ance. Approximately 15,000,000 are protect- 
ed against surgical emergencies by Blue 
Shield and many others are protected by 
voluntary plans offered by the nation’s great 
free enterprise insurance industry. In the 
last analysis, our souls, our health, our hopes 
are dependent upon free enterprise. 
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PUBLIC RELATIONS REPORTER 


COMPULSORY HEALTH INSURANCE — 1883 — 1950 


This is a brief chronological outline of the agitation for compulsory health insurance, 
published in answer to requests for such information in abbreviated form. Please keep in 
mind that this includes only the comprehensive, all-out compulsory health insurance legis- 
lation. The many “fringe bills” which would be opening wedges for socialized medicine 
cannot be covered in this limited space. 


1883 


1912-1920 


1927-1932 


1934 


1939-1942 


1943 


1945 


1947 


Compulsory health insurance was originated in Germany by Bismarck. Its pur- 
pose was two-fold — to raise revenues and to bring the people under the controi 
of a paternalistic government. 


Compulsory health insurance was first proposed in the United States as a plat- 
form plank of the Bull Moose (Progressive) Party of Theodore Roosevelt. 


One of the groups which had agitated for the compulsory health insurance 
plank of the Bull Moose Party made attempts in 15 state legislatures to pass 
some form of compulsory health insurance, plus wage-loss indemnity. All were 
based on the German pattern established by Bismarck — state operation under 
federal supervision. 


Committee on the Costs of Medical Care appointed by President Hoover to 
study economic problems connected with sickness. This group did not recom- 
mend compulsory health insurance. 


The U. S. Senate ratified the section of the League of Nations treaty which 
made this country a member of the League’s International Labor Office, a bureau 
which had socialized medicine as one of its announced objectives. 


Agitation for compulsory health insurance was renewed. This was part of the 
leftist infiltration of the period. Some of the agitation is directly traceable to 
the I.L.0. connection. 


Three bills for federal subsidies to states, providing compulsory payroll deduc- 
tions, wage-loss cash indemnity and cash refunds to patients were introduced 
in Congress. All failed. 


The first Wagner-Murray-Dingell bill was introduced. It would have made the 
Surgeon General of the United States Public Health Service the czar of a na- 
tional compulsory health insurance system. This bill abandoned state control. 


S. 1050 (the second Wagner-Murray-Dingell bill) calling for a 4% payroll tax 
was introduced. This provision frightened the public. S. 1606 was substituted 
for S. 1050, eliminating the cost figures but retaining the Surgeon General as 
czar. 


S. 1320, the fourth Wagner-Murray-Dingell bill, was introduced. This made a 
pretense of returning to state control, but actually would have set up the Fed- 
eral Security Administrator in complete control of the system instead of the 
Surgeon General. This bill died with the 80th Congress. 
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1948 President Truman asked Federal Security Administrator Oscar Ewing for a re- 


port on the nation’s health and a suggested national health program. Ewing 
called a National Health Assembly (and tried to exclude the medical profes- 
sion from this meeting). However, medicine protested and Ewing was unable to 
obtain a recommendation for compulsory health insurance from this conference. 
Following the National Health Assembly, the Ewing Report was issued, out- 
lining a ten year health program and calling for compulsory health insurance, 
even though the Assembly did not recommend it and the report was ostensibly 
based on the findings of the Assembly. 


1949 The fifth Wagner-Murray-Dingell bill, S. 5, was presented to Congress. It was 


identical to S. 1320 of the 80th Congress. Three months later another compul- 
sory health insurance bill, S. 1679, was introduced. Hearings have been held on 
this bill but no action has been taken on it. Unless it is brought up this session, 
it will die with the 81st Congress. 


1950 In addition to S. 1679, there are bills pending in Congress which propose a form 


of socialized medicine for a particular group (such as U. S. school children) or 
which propose federal domination of some segment of the medical profession. 
These fringe bills illustrate the technique so successful for the Fabian Socialists 
in England: that of achieving Socialism bit by bit rather than all at one time, 
never at any time calling it Socialism but candy coating it as welfare and bene- 
fit legislation. 
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OKLAHOMA FIRST STATE MEDICAL ASSOCIATION 
TO APPROVE AMERICAN MEDICAL ASSOCIATION DUES 


RECOMMENDS AMENDMENT OF BY-LAWS AT ANNUAL MEETING JUNE 4, 195( 


Special session of the House of Delegates of the Oklahoma State Medical Association 
was called Sunday, March 19, in Oklahoma City, on authorization of the Council. Only bus- 
iness specified in the call and considered by the House was the matter of collection of dues 


for the American Medical Association. 


The House of Delegates unanimously approved a resolution making payment of the 1950 
dues levied by the American Medical Association necessary to the maintenance of member- 
ship in the Oklahoma State Medical Association and its component societies. By this action 
the Association became the first to take official action in support of the A.M.A. levy. 

Below are the official minutes of the meeting. 


The House of Delegates of the Oklahoma State Med- 
ical Asociation met in a special called meeting Sunday, 
March 19th, 1950 in the Home State Life Building at 
10:00 A, M. 

Doctor McHenry called the House to order and an- 
nounced that the only matter to be considered by this 
House of Delegates was membership and dues in the 
American Medical Association, Doctor McHenry stated 
that the A. M. A., late in 1948, at a meeting of the 
House of Delegates, voted an assessment on the mem- 
bership for the year 1949, and that that assessment was 
made an assessment on the membership of the Okla- 
homa State Medical Association at a special meeting 
of the House of Delegates a year ago. He stated that 
over 95 percent of the members of the Oklahoma State 
Medical Association had. paid that assessment. He furth- 
er stated that at the session of the A. M. A. House 
of Delegates in December, 1949, the By-Laws of the 
A. M. A. were amended to provide for dues for the 
first time in 103 years. 

The Speaker called upon Doctor George Garrison 
for a statement of the objectives of the meeting. Doe- 
tor Garrison pointed out that the meeting was called 
at the direction of the Council to consider whether or 
not the State Medical Association wished to make pay 
ment of dues mandatory and to consider the method 
of handling the collection of the dues of the A. M. A. 
Doctor Garrison stated that following the meeting of 
the House of Delegates a meeting of officers of county 
societies would be held. 

The Speaker announced that the Secrtarey-Manager 
of the American Medical Association, George F. Lull, 
M.D., had been invited and was present to give informa 
tion in regard to the workings of the A. M. A. and its 
relationship to the state associations. 

Doctor Lull was introduced and stated that the ques- 
tion of dues is of interest to every physician who be 
longs to the A. M. A. He pointed out that heretofore 
no dues had been charged by the A. M. A. and that 
if a physician joined the county and state societies he 
automatically became a member of the A. M. A. Dues 
were charged if he desired to be a Fellow of the Scien- 
tific Assembly and in order to be a member of the 
House of Delegates a physician had to be a Fellow 
for which he paid $12.00 and received the Journal. He 
gave some history of the A. M. A., stating that it was 
founded in 1846 with the prime objective to improve 
medical education. Doctor Lull stated that the A. M. A. 
makes a survey at regular intervals which takes three 
years, of all medical schools and hospitals to be approv- 


Doctor Lull pointed out that the A. M.A. publishes 


a Cumulative Medical Index for libraries and medical 
institutions which costs $75,000 a year to publish. The 
Bureau of Health Education is run on a budget of 
$100,000 a year to educate the public by putting out 
educational material and make the public aware that 
there is an A. M. A. He stated there is no income in 
the Bureau of Health Education. He pointed out that 
the Washington Office of the American Medical Associa- 
tion had been enlarged both in personnel and_head- 
quarters. The Bureau of Medical Economic Research 
does a great job but again there is no income from 
that Bureau. 

Continuing, Doctor Lull stated that many of the 
specialty journals lose money but as a group they make 
money. He pointed out that at the request of the House 
of Delegates they were conducting an educational cam 
paign financed by the $25.00 special assessment and 
to be financed by the dues this year. In conclusion 
Doctor Lull stated he had given them this background 
to show the necessity for dues. 

The Speaker asked for questions from the floor which 
Doctor Lull might answer. Many questions were asked 
and the answers given and discussed by Doctor Lull. 

The Speaker asked Doctor Garrison to give the re- 
port of the Council to the House of Delegates regarding 
A. M. A. dues. Doctor Garrison stated that at a meet 
ing of the Council it was recommended that the A. M. A. 
dues be made mandatory. He then read the two follow 
ing resolutions which the Council presented to the 
House for consideration. 

B. 

A. That this House of Delegates recommend to the 
House of Delegates to be convened on June 4, 1950, 
amendment of the By-Laws to provide that the payment 
of dues levied by the American Medical Association 
shall be necessary for maintenance of membership in 
the Oklahoma State Medical Association and its com 
ponent societies. 

B. If the above recommendation is made, this House 
of Delegates, by resolution, provides that the payment 
of dues levied for 1950 by the American Medical Asso 
ciation shall be necesary for maintenance of member 
ship in the Oklahoma State Medical Association and 
its component societies for the year 1950. 


° 


This House of Delegates recognizes the desirability 
and necessity for the levying of dues by the American 
Medical Association. The action of this House of Dele 
gates at this time is that the payment of such dues to 
the American Medical Association shall not be neces- 


sary to the maintenance of membership in the Okla- 


homa State Medical Association and its component 
* 
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societies. This House of Delegates however, encourages 
the payment of dues to the American Medical Associa- 
tion by the members of the Oklahoma State Medical 
Association on an individual voluntary basis. 


Motion: Malcolm Phelps, M.D. 


‘*T move that Resolution 1, both parts A and B 
be adopted by this House of Delegates.’’ 


Motion Seconded: Onis Hazel, M.D. 


General discussion of the motion included a number of 
questions which were answered by Doctor Garrison, by 
Mr. John Hart, the Associate Executive Secretary, and 
by the Speaker and by members from the floor. Two 
amendments to the motion were offered. One suggested 
limitation of the amount of A. M. A. dues to $25.00 
annually and limitation of the action proposed to one 
year only. The second concerned technicalities regard 
ing assessment and collection of A. M. A. dues for 1950. 
The first amendment was defeated by vote of the House. 
The second was lost for want of a second. A summary 
of the pertinent information brought out by the ques- 
tions and by the discussion of the proposed amendments 
is given below. 


SUMMARY 


Since it is the function of the House of Delegates 
at each annual meeting to assess and fix the amount 
of dues for members of the State Association for the 
following calendar year, the passage of the proposed 
amendments to the By-Laws (Part A of Resolution 1) 
would necessitate the assesment and_ collection § of 
A. M. A. dues along with the State Association dues 
for the year 1951 and ensuing years unless later changes 
are made in the By-Laws. 


The A. M. A. Constitution states that the annual 
A. M. A. dues shall not be more than $25.00 per vear. 
Any proposed amendment of the A. M. A. Constitution 
must be proposed to the A. M. A. House of Delegates 
and held over for one year before it can be enacted. 
The By-Laws of the State Association may be amended 
by the House of Delegates at any annual meeting. 
Therefore, since the House of Delegates is proposing to 
amend only its By-Laws, ample time would be available 
to the State Association to take whatever action it 
might desire in regard to future changes in the A. M. A. 
Constitution regarding dues or assessments. 


Since nearly all of the State dues for 1950 have 
been collected, the passage of Part B of Resolution 1 
will have the effect of making the 1950 A. M. A. dues 
a special assessment of the State Association. The meth- 
od of collection and the dates for collection will have 
to be determined by the Council unless otherwise order- 
ed by the House of Delegates at the annual meeting 
in June. In either event, if Part B of Resolution 1 is 
passed by the House of Delegates, the State Association, 
according to its own By-Laws, will not be able to accept 
a member’s dues for 1951 until he has paid the 1950 
A. M. A. dues as well as the State Dues for 1950. 


Following the above outlined rather lengthy discus 
sion Doetor 8S. D. Neely called for a standing vote 
upon the motion to adopt Resolution 1, both parts A 
and B. 


The motion carried without a dissenting vote. 


Motion: E. H. Shuller, M.D. 
‘‘T move that this House of Delegates request the 
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Executive Office to summarize the information con 
tained in the questions and answers and disseminate 
that information to the entire membership of the 
Association. ’’ 


Motion Seconded: 8. 1. Neely, M.D. 


The motion was discussed and it was agreed that 
such a summary would be included in the minutes of 
the meeting which would be published in the Journal 
of the Association before the annual meeting in June. 

The motion was lost. 


Doctor Garrison introduced the Councilors and Vice 
Councilors from each of the 14 Councilor Districts. 


There being no further business the House of Dele 
gates adjourned at 12:00 noon 


Respectfully Submitted, 
L. Chester McHenry, M.D. 
Speaker of the House 


Reported by Rosalee Baskins 


INTERNAL MEDICINE COURSE 
RECORDS GOOD ATTENDANCE 


The Internal Medicine course which is now being 
given in Ponca City, Tulsa, Bristow-Sapulpa, Cushing 
Stillwater and Guthrie will close in that area May 26. 
The attendance in the first four circuits of instruction, 
by Robert M. Becker, M.D., has been excellent with an 


average of SY per cent. 


At the close of this circuit Doctor and Mrs. Becker 
will vacation in Canada, returning to resume his le 
tures in Northwestern Oklahoma the latter part of June 
Centers in this area will be Enid, Watonga, Alva, Wood 
ward and Guymon, The date and time in each place 


will be announced later. 


This is the sixth biennial postgraduate program t 


be offered the physicians throughout the state by the 
Postgraduate Committee of the Oklahoma State Medical 
Association with the cooperation and financial assis 
tance from the Oklahoma State Health Department and 
The Commonwealth Fund of New York. 


Doctor Becker will be in the state approximately one 
more year to complete his lectures in the western half 
of the state. The Postgraduate Committee is now work 
ing on plans for another two-year program. This pro 
gram will be on a subject that the majority of the phy 


Sicilans over the state have requested. 





NOTICE 
Oklahoma State Medical 
Assistants Society 


One Day Conference 


June 4th, 9:00 A. M. through, 5:00 P. M. Skirvin 
Hotel. Reception Saturday night, June 3rd. 
Speakers, Business Meeting. Luncheon. All doc- 
tors’ assistants invited to attend. 
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Electrosurgical Unit 


...@ MODERN LOW-COST SUR- 
GICAL UNIT for all minor and 
various major surgery. 


=— 

=—== 

== 

=———._ The Birtcher BLENDTOME is a surpris- 
== ingly practical unit for office surgery. 
some With this lightweight unit, you have a// 
Semaine 

= the electrosurgical procedures of major 
Ss _units—electro excision, desiccation, ful- 
=———— guration and coagulation. While not 
= + meant to be compared to a large hos- 
————__ pital unit, the BLENDTOME has been 
=o successfully used in many TUR cases. 
= _ Such facility indicates the brilliant per- 
=—————_—_— formance of the BLENDTOME. 

= me 4 BASIC SURGICAL CURRENTS 
pS . Tube Generated Cutting Current. 

_— . Spark-Gap Generated Coagulation Current. 
= 3. A controlled mixed blend of both above 
— currents on selection. 

=———=_—s— 4. Mono-polar Oudin Desiccation-Fulguration 
=—=—= Current. 
= 
=— 
pl 





















Never before has a surgical unit of 
such performance been offered at 
the low price of the Blendtome. 


Write “Blendtome Folder” on your 
ee pen blank or clip your letter 

ead to this advertisement. Reprint of 
electrosurgical technic mailed free on 
request. Please indicate your specialty. 


THE BIRTCHER CORPORATION 
5087 Huntington Drive Los Angeles 32, Calif 


ii 







BLENDTOME DEALERS 


CAVINESS-MELTON SURGICAL CO. 
Oklahoma City 


MID-CONTINENT SURGICAL 
SUPPLY CO. 


Tulsa 





A.M.A. COMMERCE DEPARTMENT 
SURVEYS PHYSICIANS’ INCOMES 


Physicians are urged to cooperate with the Bureau 
of Medical Economic Research of the American Medi 
eal Association and the Office of Business Economics 
of the U. 8S. Department of Commerce now jointly con 
ducting a survey of physicians’ incomes. 


The Bureau has been authorized by the A.M.A. Board 
of Trustees to cooperate in this survey, which the De- 
partment of Commerce had planned to conduct alone. 
It will be the first full-scale survey by the department 
of physicians’ incomes since 1941. 


An analysis of the results will be published by the 
Department of Commerce next fall in its monthly pub- 
lication, ‘‘Survey of Current Business.’’ Previous is 
sues published similar analyses of surveys of incomes 
ot dentists and lawyers. 


There is evidence that the national averages in some 
surveys have been too high because physicians who do 
not have bookkeepers to fill out questionnaires do not 
reply in sufficient numbers. Accordingly, the Bureau 
emphasizes the importance of all doctors, especially those 
with a relatively small practice, filling out the ques- 
tionnaires. 


Accurate postwar data on physicians’ incomes is 
badly needed in order to develop better estimates of how 
much the American people pay to physicians. 


Every physician can be assured that the survey has 
no relation whatever to tht operations of the U. S. 
Bureau of Internal Revenue. There is no way by which 
the Department of Commerce could have obtained the 
needed information from the Bureau of Internal Rev- 
enue; hence, the questionnaire survey. 


MEDICAL SCHOOL OFFERS 
CARDIOLOGY COURSE 


A three day course devoted to the study of the heart 
will be offered at the University of Oklahoma School of 
Medicine, 800 Northeast Thirteenth Street, Oklahoma 
City, Oklahoma, June 1, 2, and 3, 1950. This course 
will be open te all interested physicians. It is being 
planned for those physicians who practice in the general 
field as well as those who limit their practice. 


Two prominent guest instructors have been obtained 
for the course. They are Dr. George C. Griffith, Clinical 
Professor of Medicine and Coordinator of Teaching 
Cardiovascular Diseases, University of Southern Cali- 
fornia School of Medicine, and Dr. Irvine H. Page, 
Director of Research at the Cleveland Clinic, Cleveland, 
Ohio. Dr. Griffith is one of the foremost medical teach 
ers in the country and has had a wide range of ex- 
perience in the field of cardiology. Dr. Page is co 
author of the ‘‘General Practice Manual on Arterial 
Hypertension’’. He has devoted most of his life to 
the study of hypertension, and is one of the most prom- 
inent authorities in the country on this subject. 


Topics to be covered during the course will include the 
following: hypertension, congestive heart failure, con- 
genital heart disease, coronary heart disease, and rheu- 
matic fever. 

The enrollment fee for this course will be $15.00. 
A detailed program and registration card will be mail- 
ed to all Oklahoma State Medical Association members 


soon. 
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DO YOU KNOW? 


That members of the Northwestern Counties 
Medical Society were the first to send in their 
dues 100 per cent for 1950? There are 18 mem- 
bers of the society which is an amalgamation of 
physicians in Beaver, Harper, Ellis, Dewey and 
Woodward counties. 











HAWAIIAN TOUR TO FOLLOW A.M.A. 


Complete day-by-day itineraries for the A.M.A. post 
convention tour of the islands after the San Francisco 
meeting have been printed and sent to travel reper- 
sentatives throughout the country to serve as first-hand 
information for trip planners among physicians attend 
ing the A.M.A. Further information can be obtained 
from Dr. W. John Holmes, P. O. Box 2274, Honolulu, 
T.H. 


FIFTH COUNCILOR DISTRICT HAS 
SCIENTIFIC-SOCIAL PROGRAM 


More than 30 physicians and their wives from coun 
ties in the Fifth Councilor District attended the meet 
ing in Clinton March 16. Counties in the district are 
Beckham, Blaine, Canadian, Custer, Dewey and Roger 
Mills. O, C, Standifer, M.D., Elk City, is councilor and 
A. L, Johnson, M.D., El Reno, is vice-councilor. 


An afternoon program of entertainment for the doce 
tor’s wives was held and a Fifth Councilor District 
Auxiliary was organized. Mrs. Harold Tisdal, Clinton, 
was named Councilor for the Auxiliary and Mrs. Me 
Lain Rogers, Clinton, was elected Vice-Councilor. 


The afternoon program for the doctors included a 
movie on kidney function and the following speakers 
discussed scientific topics: Irving Humphrey, M.D., 
Wichita Falls, ‘‘Oxygen Therapy;’’ Herman Stone, 
g.D., Oklahoma City, ‘‘Pernicious Anemia;’’ James T. 
Lee, M.D., Wichita Falls, ‘‘ Diverticulitis of the Colon; ’’ 
Phil MeNeill, M.D., Oklahoma City, ‘‘ Diagnosis in 
Chest Conditions. ** 

A get-together with the ladies at 6:30 preceded the 
dinner. Paul Gallaher, M.D., Shawnee, spoke on ‘‘ Psy 
chosomatic Medicine’’ at the dinner. Ralph MeGill, M.D., 
Tulsa, O.S.M.A. president-elect presented a life mem 
bership certificate to E. M. Loyd, M.D., Taloga. 


NAMED PROFESSIONAL RELATIONS 
DIRECTOR 


Miss Velma Neely, former supervisor of the hospital 
case department for the Oklahoma Blue Cross-Blue 
Shield Plans, has been named profesional relations 
director for the organization. As professional relations 
director Miss Neely will devote full time to visiting 
hospitals and physicians in the state answering ques 
tions about Blue Cross and Blue Shield Plans 


NEW MEMBERS 


Physicians becoming members of the Oklahoma State 
Medical Association during March, 1950 included: 

F. W. Gross, M.D., Lindsay 

Leon M. Altaras, M.D., Shawnee 

W. S. Cary, M.D., Reydon 

Herbert A. Wilson, M.D., McAlester 

Dayton M. Rose, M.D., Okemah 

Robert L. Meiers, M.D., Sayre 
Howard M. M.D., Tulsa 


Cohenour, 
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COUNTY MEDICAL SOCIETY OFFICERS 
MEET IN OKLAHOMA CITY 


Officers of all county and district medical societies 
in the state were invited to attend the special session 
of the House of Delegates Sunday, March 19, as guests 
in order that they might be fully informed of any 
action in regard to collection of the American Medical 
Association dues. 

In the afternoon, following the special session, a 
conference of county medical society officers was held 
to acquaint them with their duties and relations with 
the State Association. 

Ralph MeGill, M.D., Tulsa, President-Elect of the 
State Association, pointed out to the county society 
officers the many advantages of amalgamation of 
smaller societies in district organizations. He empha 
sized that more satisfatcory scientific programs could 
be presented, more interest of the members secured and 
much more effective action taken on matters affecting 
the profession, through the larger amalgamated groups 
George H. Garrison, M.D., Oklahoma City, O.S.M.A. 
President, outlined to the conference the great value of 
the Auxiliary in the accomplisment of the purposes 
of the Association. Doctor Garrison placed much em 
sized that more satisfactory scientific programs could 
is being done by those Auxiliaries which are now active 
and the much more effective work which could be done 
throughout the state if every county society would pro 
mote the organization of an Auxiliary and provide it 


with direction and encouragement. 


The problem of inducing physicians and their wives, 
as well as other professional and business people, to 
register and vote in all elections was thoroughly dis 
cussed. It was pointed out that surveys made in other 
states in this connection have been most discouraging 
The group was advised that plans for a survey to de 
n Oklahoma in this respect are 


termine the situation 
underway. It was common agreement that the profession 
cannot expect to effectively deal with the constant 
threat of government intervention unless its members 
are active in their exercise of the right to vote 

Many more of the problems of county medical so 
ciety officers were discussed among which were the var 
ious types of membership in the State Association, 
requirements for maintenance of county and district 
medical societies, the adoption of constitutions and 
by-laws and issuance of charters and the processing of 


membership applications. 


HOSPITAL CHIEF RETIRES 


After more than 50 years of service as Central State 
Hospital superintendent, D. W. Griffin, M.D., has sent 
his official request for retirement to the Oklahoma Men 
tal Health Board. He completed his 50th vear as the 
hospital’s administrator in October, 1949 


Doctor Griffin came to Oklahoma in 1889 to be resi 
dent physician at the private sanitariun formerly lo 
cated on the present grounds of Central State Hospital 
When the sanitarium was purchased by the state in 
1915, Griffin was retained as superintendent. The private 
sanitarium, prior to 1915, served the state on a cor 
tract basis in the care of the mentally ill. The hospital, 
which served 362 patients when Doctor Griffin arrived, 


is now caring for more than 3,000 patients 


GI Bill medical school enrollments have been dropping 


over the past three vears, but at slower rate 


than the decline in veterans’ college enrollments as a 


whole. 
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EDWIN AYERS KELLEAM. M.D. 
1881-1950 

Edwin A. Kelleam, M.D., Wright City, died March 
28 at the home of his son, Joseph E. Kelleam, Edmond. 

Dr. Kelleam was born in Charleston, Ark. He received 
his medical degree at the University of Louisvile in 
1906 and began his practice in Arkansas. In 1907 he 
moved to Grant, Choctaw county. Dr. Kelleam also 
practiced in Boswell, Sallisaw and Garvin. In 1927 he 
entered the Indian service and served for 13 years 
in Arizona, Oklahoma and South Dakota. He was a life 
member of the Oklahoma State Medical Association, a 
member of the Woodmen of the World and the Modern 
Woodmen and a life member of both the Masonic lodge 
and the Royal Arch Masons. He was a member of the 
Presbyterian church. 

Survivors include his widow and one son, one sister 
and a granddaughter. 

W. H. FREEMAN, M.D. 
1855-1950 

Wiley H. Freeman, M.D., pioneer physician and land 
owner, died in Sentinel, Oklahoma, March 6, 1950, at 
the age of 94. Believed to be the oldest living graduate 
of Vanderbilt Medical School, he was one of two re- 
maining graduates of the class of 1882. Doctor Free- 
man was born September 9, 1855. 

After his graduation, Doctor Freeman began the 
practice of medicine in Era, Cook County, Texas. From 
there he moved to Lockney, Floyd County, Texas, where 
he practiced until his retirement. During his 30 years 
as a practicing physician, Doctor Freeman served as 
president of the West Texas Medical Association and 
was vice-president of the Texas Medical Association at 
the time of his retirement. 

Doctor Freeman held life membership in the Ameri- 
ean Medical Association, the Texas Medical Association, 
and was elected to honorary membership in the Okla- 
homa State Medical Association in 1937. Doctor Free- 
man believed in keeping abreast with his profession 
and availed himself of frequent post graduate courses 
and the benefits of meetings of the American Medical 
Association, as well as county and state. 

His forebearers came from Virginia about 1800, and 
for six decades in the growing west he served as a 
physician, civie and church leader. 

Doctor Freeman was an active Mason in both Okla 
homa and Texas, and served as the first Worshipful 
Master of the Masonie Lodge of Lockney, Texas. He 
was a member of the Sentinel Rotary Club, Chamber of 
Commerce and the Christian Church. 

His companion of 70 years preceded him in death only 
five weeks, having pased away February 1, 1950. Both 
Dr. and Mrs. Freeman were devoted Christians, in- 
dustrious, frugal and benevolent. With the passing of 
such pioneer citizens a new era presses its demands upon 
us. Shall we serve as loyally in our day as did they 
in theirs? 

Two daughters survive, Mrs. Lee Ozbirn, Oklahoma 
City, and Mrs, Hack Miller, Dallas, Texas. An only 
son, I, 8. Freeman, M.D., an active practicing physician 
in Oklahoma, preceded his parents in death. 


VERN H. MUSICK, M.D. 
1900-1950 
Vern H. Musick, M.D., an Oklahoma City physician 
since 1927, died March 27 after a two weeks illness. 


Dr. Musick, who was associate professor at the Uni- 
versity of Oklahoma School of Medicine, specialized in 
gastroenterology. Receiving a BA degree at the Univer- 
sity of Missouri in 1921, he was graduated from the 
medical school at Northwestern University in 1926. He 
served his interneship at Kansas City General hospital 
in 1926. He was a member of Sigma Xi and was active 
in other medical organizations. 


He was a member of May Avenue Methodist church. 
A veteran of World War I, he was also a member of 
the American Legion and 40 et 8. 


Surviving are his widow of the home and two daugh 
ters. A brother Elmer Musick, M.D., also survives. 


ALFRED E. METSCHER, M.D. 
1894-1950 
Alfred J. Metscher, M.D., Enid, died suddenly March 
14. Death was attributed to coronary disease and Dr. 
Metscher had been in good health and had been at his 
office and attended to hospital work the day of his 
death. 


Dr. Metscher was reared in the Fairmont and Cov- 
ington community. He received his degree from Wash- 
ington University School of Medicine. Later he taught 
school and studied ophthalmology in Europe. He attend- 
ed school in Belgium, Germany and Denmark. He came 
to Enid in 1936. 

D. W. MILLER, M.D. 
1867-1950 

Daniel W. Miller, M.D., a practicing physician in 
Blackwell since 1901, died February 25. 

Dr. Miller was a member of the state board of med 
ical examiners for 22 years. A charter member of the 
Knights Templar of Blackwell, he served that organiza- 
tion as its third Emminent Commander and was a 
Mason. He was a member of the Rotary club for many 
vears. Dr. Miller had been Sunday school superintendent 
of the Christian church for 45 years. 

J. A. BENTLEY. M.D. 
1872-1950 

J. A. Bentley, M.D., Allen, died February 27 at his 
home. 

Dr. Bentley had practiced medicine for 53 years when 
he retired in 1947. He began his practice in Orr, near 
Healdton, but moved to Stuart before statehood. He 
practiced there for several vears before beginning his 
practice in Allen in 1926. 

Survivors include his widow, one son, six daughters, 
one brother, one sister, 16 grandchildren and three 
great-grandchildren. 

ROBERT MILTON ALEXANDER. M.D. 
1870-1950 

R. M. Alexander, who was recently awarded a lapel 
pin for 50 years in the practice of medicine, died 
March 8. 

A pioneer Paoli physician, Dr. Alexander practiced 
in Henryetta before moving to Paoli. He attended col- 
lege at the University of Georgia and was born in 
Carnesville, Georgia June 21, 1870, He practiced medi- 
cine in Georgia for 10 years before coming to Okla- 
homa. 


Three daughters and two sons survive. 
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MEDICAL SOCIETIES AROUND THE STATE 














Pittsburg County 
A group of Auxiliary members entertained the Pitts 
burg County Medical Society and Auxiliary with a din- 
ner at the home of Dr. and Mrs. L. 8S. Willour, Me 
Alester, celebrating doctor’s day. Following the dinner, 
an informal program was presented in which doctors 
were cast in the roles of other professions. 


Tri-County 
Members of the Choctaw-McCurtain, Pushmataha 
County Medical Society held a March meeting in Antlers. 


Kay-Noble 
Physicians in the Kay-Noble County Medical Society 
were honored by the Auxiliary at the March meeting 
held at the Ponca City Country Club. Marking the 
celebration of Doctor’s Day, members of the Auxiliary 
were in charge of the program. 
Gartield-Kingfisher 
A scientific program featuring a symposium on male 
and female sex hormones was held at a recent meeting of 
the Garfield-Kinfisher Medical Society in Enid. Those 
taking part in the discussion were Frank C, Lattimore, 
M.D., Kingfisher, Mark D. Heleomb, M.D., Enid, Le 
land F. Shryock, M.D., Enid, and Lillian H. Robinson, 
M.D., Enid. 


Stephens County 
C. M. O'Leary, M.D., Oklahoma City, was guest speak 
er when Dr. and Mrs. James L, Patterson and Dr. and 
Mrs. E, G. King entertained members of the Stephens 
County Medical Society and Auxiliary at a dinner in 


the Magnolia room of the Chisholm Trail hotel in 
Dunean. 


Lincoln County 
Members of the Lincoln County Medical Society met 
March 2 at Meeker. A dinner was held at City Cafe 
with a business meeting afterward in the offices of 
Harold Baugh, M.D., president of the society. 


Blaine County 
Robert Shuttee, M.D., Enid, was guest speaker on 
polio at a recent meeting of the Blaine County Medical 
Society. D, L. Richardson, M.D., was elected vice presi 
dent and president-elect. Virginia Curtin, M.D., was 
elected secretary. Charles L. Rogers, M.D., is president. 


Cleveland County 

Cleveland County Medical Society was entertained at 
a dinner meeting March 30 by the Auxiliary in celebra 
tion of Doetor’s Day. George H. Garrison, M.D.., 
O.S.M.A. President from Oklahoma City, was guest 
speaker and presented a charter to the Society. Excel 
lent attendance was reported. The meeting was held at 
the Copper Kettle. 


Haskell-LeFlore County 
Another Auxiliary honoring its physicians on Dose 
tor ’s Day was Haskell-LeFlore \ dinner was held at 
the home of Dr. and Mrs. Bill Cotton of Poteau 


Alfalfa County 
The Alfalfa County Medical Society has recently ar 
nounced its support of the Blue Cross-Blue Shield con 
munity enrollment in that county 


ANNOUNCEMENTS 











KANSAS CITY SOUTHWEST CLINICAL SOCIE 
TY. A merit award to interns and residents in medi 
cine in the general area of Kansas City has been es 
tablished. Basis for the award will be a paper written 
during his service by a resident or intern. First prize 
will consist of $500 and second prize $100. Third prize 
is $50. Each paper must represent original work and 
be submitted to the judges before September 1. 


AMERICAN BOARD OF OBS.-GYN. General oral 
and pathology examinations (Part II) will be con 
ducted at theShelburne, Atlantic City, May 21 through 
May 27. Applications are now being received for the 
1951 examinations. 

INTERNATIONAL POSTGRADUATE MEDICAL 
ASSEMBLY OF SOUTHWEST TEXAS. Annual meet- 
ing will be held in San Antonio January 23, 24, 25, 
1951. 

FOURTH ANNUAL SYMPOSIUM ON FUNDA- 
MENTAL CANCER RESEARCH. University of Texas 
M.D. Anderson Hospital for Cancer Research. One half 
day will be devoted to selected papers on the subject of 





isotopes im cancer research, CANCER PATHOLOGY 
CONFERENCE, | niversity ot Texas Postgraduate 
School of Medicine on ‘*Tumors of Muscle Origin’’ 
SOUTH CENTRAL REGIONAL MEETING OF THE 
COLLEGE OF AMERICAN PATHOLOGISTS. May 
12-13 Texas Medical Center, Houston, Texas. Further 
information may be obtained from William O. Russell, 
M.D., 2310 Baldwin St., Houston, Texas. 


OKLAHOMA STATE MEDICAL ASSOCIATION, 
June 5, 6, 7. Municipal Auditorium. Oklahoma City. 
House of Delegates June 4 


AMERICAN MEDICAL ASSOCIATION, June 26 
30. San Francisco. 


OKLAHOMA CITY CLINICAL SOCIETY. Oct. 30, 
31, Nov. 1, 2. Oklahoma City. 


UNIVERSITY OF OKLAHOMA SCHOOL OF MED 
ICINE. Three postgraduate courses in gastroenterology 
and cardiology have been scheduled to begin at 2 p.m 
in various state centers. April 27 a gastroenterology 
course will be offereed in Bartlesville with cardiology 


courses slated for Woodward May 4 and Enid, May 25. 
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MANNUAL OF HUMAN DISSECTION (Shearer), 
edited by Charles E. Tobin, Second Edition, 286 pp- 
Philadelphia, The Blakiston Co., 1949. 

The second edition of this popular dissection manual 
offers as its most conscicuous change the bold-face 
typing of all important anatomical terms; thus it 
answers at once a pressing student problem, ‘*‘ What is 
important?’’ This book is frankly adapted to the sharp 
decrease in time now alloted to Gross Anatomy, as 
witness its 1340 (est.) index entries compared to those 
estimated in the indexes of Spalteholz Atlas (4785) and 
Cunningham’s Textbook (5832). Such curtailment has 
been and is a useful and signal achievement of the 
Shearer book. Criticisms to follow are collected nota- 
tions of our staff after completed laboratory experience 
with the book, and are advanced here not in a spirt of 
cavil but as proffered help to whom it may concern. 
Students are puzzled by ‘‘saw through the clavicle at 
the outer edge of the deltoid’’ (p. 24); we direct them 
to employ the medial edge, since we ourselves cannot 
recognize the outer edge. Again (p. 31) ‘*detach the 
clavicular insertion of the levator scapulae’’ (a muscle 
not inserted on the clavicle); Shearer (ed. 1) transects 
this musele about its middle as we do. The incision 
through the latissimus dorsi of ed. 1 we regard as bet- 
ter than that of ed. 2; in general we prefer not to 
cut 
useful sentence of ed. 1 (p.31), omitted in ed. 2, re 
fers to the splenius muscle: ‘‘ Between the sternomas- 


muscles at or near their origins or insertions. A 


toid and the trapezius it is relatively superficial and 
forms the floor of the upper part of the posterior tri- 
angle.’’ A worthy addition to the new book is dissee- 
tion of the suboccipital triangle (p. 36). Why ignore 
the otic ganglion and the ansa subclavia? ‘‘In the dis- 
secting room subject, as soon as the parietal pleura is 
opened, the pressure of entering air causes the lungs 
to shrink ete.’’ (p. 90); in our long-housed subjects 
the lungs have already shrunk, though usually they 
have not collapsed, nor do they collapse on opening 
the pleural sac. The right crus of the diaphragm is 
said to lie behind the highest part of the stomach p. 
149); actually it is the left erus. This book needs to 
define ‘‘the urogenital diaphragm.’’ As a_ staff our 
most emphatic disagreement with Dr. Tobin concerns 
his summary dismissal of Colles’ fascia and the supe) 
ficial perineal pouch (p. 170); first and third paragraphs 
of this page seem to pose a distinction without a dif 
ference. I have seen evacuated a superficial perineal 
abscess, extending forward from para-anal pus, and 
dissecting skin and superficial fat away from a deeper 
stratum, which later excluded the abeess from the 
superficial pouch. What was this deeper stratum, if not 
Colles’ fascia? A weleome change from Shearer (ed. 1) 
is the study and dissection of pelvic viscera, male and 
female, by midline section. The previous method of 
Shearer left all pelvic viscera as a whole on one side 
of the sectioned pelvis, a mutilating operation that ac- 
complished little. On p- 189 ed. 2) ‘*the Suspensory 
(proper) ligament of the ovary’’ is incorrect; the 
suspensory ligament ot ovary Is one structure; the prop- 
er ligament of the ovary, on p. 191 called the ovarian 
ligament, is quite another. Of four new figures 15 is 
the posterior wall of pharynx (from Sobatta-MeMur- 


rich), 54 and 56 are midline sections respectively of 
male and female pelves, 60 is a somewhat disheveled 
dissection of the flexor forearm and hand. All others 
of the 79 figures are original drawings made by Dr. 
Shearer from described dissections. We regard his 
figures as clear, accurate and on the whole excellent; 
without them the book would doubtless soon share the 
oblivion of other unillustrated texts on anatomy. Shear- 
er ed. 1 bears on its title page the notice: ‘* Illustrated 
with original drawings by the author.’’ The present 
edition does not carry this or any notice as to drawings. 
In fairness it should. Despite its acquired errors, the 
Shearer Manual (ed. 2) remains our best adaptation to 
the prevailing extreme parsimony of dissection time. 
—C, F. De Garis, M.D. 


QUINIDINE IN DISORDERS OF THE HEART, Har- 
ry Gold, M.D. New York. Paul B. Hoeber, Inc. Med 
ical Book Department of Harper and Brothers. 115 
pages. 

This little volume affords easy, interesting and profit- 
able reading. It is divided into 26 short chapters or 
sections and contains an adequate chronological bib- 
liography. The monograph, according to the author, is 
planned for the general practitioner, and is based upon 
‘*experience with successes and failures, reading and 
reflection 
macology 
cure of several thousand cardiac patients’’ 

In the first section Gold tabulates those cardiac dis- 


teaching in laboratory and clinical phar- 
pharmacologic and clinical research; the 


turbances in which quinidine is effective: Premature 
contractions, auricular, nodal, ventricular; paroxysmal 
auricular, nodal and ventricular tachycardia; auricular 
fibrillation and flutter; and ventricular fibrillation. The 
next five sections are devoted to the pharmacologic 
and toxie actions of the drug and the effect upon the 
electrocardiogram, absorption, elimination, and toler- 
ance. Then comes a detailed discussion of dosage and 
maintenance. This is followed by a comprehensive con- 
sideration of the various disturbances of rhythm and 
their specific treatment. There is a brief discussion of 
the use of quinidine in acute myocardial infarction and 
in thvrotoxie disorders, The section on anesthesia and 
surgery seems especially valuable in view of the fre 
quency of disorders of rhythm under these conditions. 
The final sections are devoted to preparations and routes 
of administration. 

I repeat, this monograph affords easy, interesting 


and profitable reading.—Wann Langston, M.D. 


HONORARY MEMBERSHIP 
The following applications have been received for 
Honorary Membership: 
F. W. Ewing, M.D., Muskogee, Oklahoma 
Pleasant P. Nesbitt, M.D., Tulsa, Oklahoma 
J. H. White, M.D., Muskogee, Oklahoma 





Attend the Annual Meeting 
June 4, 5, 6, 7 
Oklahoma City 
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LIFE MEMBERSHIP 
The following applications have been 
Life 
presentation to the 


presented Tor 
order for 
Dele 


Membership. The applications are in 


Council and the House of 


gates: 
Frederick Addison 
homa 
Leila E, Andrews, M.D., Oklahoma City, Oklahoma 
A. M. Arnold, M.D., Claremore, Oklahoma 
Roscoe C, Baker, M.D., Enid, Oklahoma 
William C. Bryant, M.D., Chouteau, Oklahoma 
A. W. Clarkston, M.D., Valliant, Oklahoma 
N. L. Cornwell, M.D., Coyle, Oklahoma 
J. W. Craig, M.D., Miami, Oklahoma 
A. Dixon, M.D., Hennessey, Oklahoma 
Paul E. Haskett, M.D., Oklahoma City, Oklahoma 
William C. Gilliam, M.D., Spiro, Oklahoma 
G. R. Gerard, M.D., Chickasha, Oklahoma 
S. J. T. Hines, M.D., Tahlequah, Oklahoma 
A. F. Hobbs, M.D., Hinton, Oklahoma 


Anderson, M.D., Claremore, Okla 


AMALGAMATIONS 
The following have made application Tor amalgama 
tion or dissolution. All requirements have been met and 
the petitions are in order for Cou 
cil and House of Delegates: 


Carter-Love-Marshall County 


presentation to the 


Medical Society 
tion. All requirements have been met and petitions are 
in order for presentation to the Council and House of 


Delegates: 
Carter-Love Marshall County Medical Society 


THAT MORE MAY KNOW 


That Wor Way Fund 


Amal 


‘ue Longer The Development 





Campaign of the Oklahoma 


Medical Founda 


Research 


tion is still progressing 
with the final deadline to 


end the 
May 17. 


campaign set Tor 


The results thus far are 
indicative that the campaign goal of $2,500,000 will be 
met. The purpose of the campaign is to secure funds 


sufficient to Foundation independently for 
a period of 10 

Under the leadership of Mr. W. K. Warren, Presi 
dent of the Warren Petroleum Company of Tulsa, com 
working throughout the gift 
addition, the campaigns in 350 counties of 


operate the 
veal 8. 


mittees are state on big 
prospects. In 
the state are being pushed to 

At the 


$946 000, 


a rapid conclusion. 


beginning of April, the campaign had 


pro 

duced 
Research Director 

As yet, Foundation officials are not ready to an 

nounce the selection of the director. A 

wide search has been undertaken to find the best quali 


research nation 


fied medical research scientist possible to direct the 
broad program of research which will be undertaken 
by the Research Foundation. 

Several promising prospects have been interviewed 


this fall 
hand to 


that by 
will be on 


feel 
scientine 


and Foundation officials assured 


the nucleus of the staff 
begin the work, which has been made possible through 


the support of ove 7,000 citizens and business firms 
of the state. 
Construction Continues 
Those who visit the site of the Medical Research 


Foundation can now get a good idea of what the build- 


look like. Construction is proceeding on sched- 


ing will 
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L. H. MeConnell, 


G. M. MeVey, M.D., Verden, Oklahoma 

James L. Miner M.D., Tulsa, Oklahor 

S. W. Minor, M.D., Hinton, Oklahoma 

A. M. Mixon, M.D., Spiro, Oklahoma 

M. V. Moth, M.D., Oklahoma ¢ ty, Oklahoma 

D. W. O'Leary, M.D., Norman, Oklahor 

C. S. Petty, M.D., Guthrie, Oklahoma 

John 8S. Pine, M.D., Oklahoma City, Oklahoma 
Arthur 8S Piper, M.D... Enid, Oklahoma 
Benjamin W. Ralston, M.D., Commerce, Oklah 
John A. Reck, M.D., Oklahoma City, Oklahoma 
James F, Renegar, M.D., Tuttle, Oklahoma 
William H, Rhodes, M.D., Enid, Oklahoma 

M. R. Robberson, Sr., M.D., Wynnewood, Oklal 


Fk. W. Rogers, 


S. C. Rutherford, M.D., Lo« 
A. H. Shi, M.D., Stratfor 


Wm. M. Taylor, M.D., Ok 
Will C. Wait, 
R. W. Williams, M.D., A 
gamatior 


Muskogee seq Tt 


M.D., Carneg 


vah-Wagoner 


Dissolu 





M.D., Altus, Oklahor 


le, OKlahoma 
ist Grove, Oklahoma 
d, Oklal I 

lahoms 


i Citv, Oklahor 





M.D., MeAlester, Oklahoma 


nadarko, Oklal 


ASSOCIATE MEMBERSHIP 


The following applications have en 
Associate Membershiy 

Lt. Col. Byron A. Nichol, Ft. Sill, Oklal 

Robert E fjeddoe, M.D., Shawne Oklal 
ule, all outside seaffolding has bee ‘ ‘ 
work of installing partitions and conrpleting the 
ing is well under-way. If the resent sched 
eration continues, it is felt that the | lding ¢ 
occupied early this summer. 

Thirteenth Street, between the Foundation |! 





and the University Hospital Oklahoma Cit 
been closed t trafl hy gy west for seve 
while workmen are constructing the ti ‘ 
connect the hospita the | ati I 

It is planned that the tunn nstruction w 
be completed at the time the | | I 
ready for occupancy early the su ‘ 

The tunnel has a twofold purpose. First, it 
vide proper access between the University Hos] 
the Research Foundatior And secondly t 
as a tunnel to carry tilities fr the | t 
pital power plant to the F lat B g 

Pledge Report 

With the stimulus of the campaign that 
conducted, the number f pledges 
pledged to the Foundation s sl 0 te 
crease. The figures bn o the stat M: 
Group Vo. / / 

Doctors of Medicine ay $ SIS 
Dentists --* 140 
Pharmacists s | 
Medical Service Society 
Nurses Lg 
Technologists ? ) 
General! Ses 

TOTAL G4 S207 

Physicians of Oklahoma w be interested to sé 
they have now subscribed $815,505.00 toward the 
range goal of $1,000,000,00 


») 
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HAVE YOU HEARD? 











C. E. Northeutt, M.D., Ponea City, was speaker at 
the Kiwanis club luncheon in Tonkawa recently. He 
spoke on socialized medicine. 

Wallace Byrd, M.D., has opened private offices in 
Coalgate. He was formerly associated with the Gill and 
McBride clinic in Ada. 


Felix Adams, M.D., Nowata, discussed socialized med- 
icine at a meeting of the Medical Assistants Society 
of Washington-Nowata Counties. 

C. Doler, M.D., Clinton, headed the Clinton degree 
team of the Masonic lodge at a recent meeting in 
Sentinel. 

R. L. Meiers, M.D., Sayre, attended a recent medical 
convention in New Orleans. 





C. W. Letcher, M.D., was author of a skit presented 
in Miami with proceeds used for a park project. 


Charles A. Smith, M.D., Oklahoma City, spoke on 
mental hygiene at a lecture in the auditorium at North- 
eastern A. and M. College in Miami. 





Phillips R. Fife, M.D. and Elton LeHew, M.D., Guth- 
rie, are building a new doctors building. 

W. P. Lerblance, M.D., Hartshorne, spoke at a health 
and safety meeting of the Hartshorne Business and 
Professional Women’s club. 





John R. Pollock, M.D., is now associated with Joe 
Moxley, M.D., Ardmore. 


John K. Hart, Associate Executive Secreary of the 
O.8.M.A., spoke on socialism at a meeting of the Clin- 
ton Jaycees. 


N. H. Cooper, M.D., Ponea City, traced the progress 
of medicine at a meeting of the American Association 
of University Women in Enid. 

G. H. Yeary, M.D., Newkirk, is constructing a new 
office building in that city. 


O. G. Bacon, M.D., Frederick, has been appointed 
acting county superintendent of health of Tillman 
County. 


Paul Fesler, Oklahoma City, has been engaged as 
consultant for the $13,000,000 building program of the 
state of Oklahoma which includes all mental hospitals, 
tubercular hospitals, and several general hospitals. Mr. 
Fesler, who is consultant to the Dean of the Medical 
School in connection with the administration and build- 
ing of the University and Oklahoma Hospitals, was 
formerly executive secretary of the O.S.M.A. 


M. K. Thompson, M.D. and J. Hutchings White, M.D., 
Muskogee, and J. F. Gorrell, M.D., Tulsa, attended the 
New Orleans Graduate Medical Assembly and took the 
two week tour of the Carribbean visiting hospitals and 
clinics and observing public health methods in that area. 


James M. Bayless, M.D., is now on the staff of the 
Jones clinic in Seminole. 


Joe L. Duer, M.D., Woodward, recently attended a 
two weeks course in surgical technique at Cook County 
Graduate School of Medicine and also took a night 
course at the Chicago Medical Society annual clinic 


conference. 


E. A. McGrew, M.D., Beaver, attended the American 
Academy of General Practice meeting in St. Louis. 


Tom Wainwright, M.D., Mangum, addressed the Ki- 
wanis club of Mangum on the conditions in Oklahoma’s 


mental hospitals. 


Walter Cale, M.D., Sapulpa, spoke on innoculation at 
the South Heights P-TA meeting. 


C. E. Cook Jr., M.D., has opened a new clinic in Brit- 
ton. 


Emanuel N. Lubin, M.D., Tulsa, has been awarded a 
silver key in recognition of his outstanding service to 
the Jewish Chautauqua society. 


Earl M. Woodson, M.D., Poteau, was honored at a 
surprise birthday dinner recently and twenty-two phy- 
sicians from western Arkansas and eastern Oklahoma 


were present. 


















PHARMACEUTICALS 
A complete line of laboratory con- 
trolled ethical pharmaceuticals. Chemists 


to the Medical Profession since 1903. 


THE ZEMMER CO., PITTSBURGH 13, PA. 
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Withering made this penetrating observation in 
his classic monograph on digitalis: “The more I 
» saw of the great powers of this plant, the more it 
s, seemed necessary to bring the doses of it to the 
greatest possible accuracy.” 


- To achieve the greatest accuracy in dosage and at 
the same time to preserve the full activity of the 
leaf, the total cardioactive principles must be iso- 
lated from the plant in pure crystalline form so 
ie that doses can be based on the actual weight of the 
active constituents. This is, in fact, the method by 
which Digilanid® is made. 

: Digilanid contains all the initial glycosides from 
Digitalis lanata in crystalline form. It thus truly 
represents “the great powers of the plant” and 
y brings “the doses of it to the greatest possible 
accuracy”. 
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An Observation on the Accuracy of Digitalis Doses 


Clinical investigation has proved that Digilanid is 
“an effective cardioactive preparation, which has 
the advantages of purity, stability and accuracy as 
to dosage and therapeutic effect.” 


Average dose for initiating treatment: 2 to 4 tab- 
lets of Digilanid daily until the desired therapeutic 
level is reached. 

Average maintenance dose: 1 tablet daily. 

Also available: Drops, Ampuls and Suppositories. 
1. Withering, W.: An account of the Foxglove, London, 1785 


2. Rimmerman, A. B.: igilanid and the Therapy of Congestive 
Heart Disease, Am. J. M. Sc. 209; 33-41 (Jan.) 1945 


Literature giving further details about Digilanid aod Physician's Trial 
Supply are available on request. 


andoz 


harmaceuticals 
DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 








OF SPECIAL INTEREST TO GENERAL PRACTITIONERS AND SPECIALISTS 


: FOURTH ANVUAL 


; ROCKY MOUNTAIN ( 


\CER CONFERENCE 


‘ DENVER, COLORADO 


JULY 19 and 20, 1950 


a 
” EIGHT DISTINGUISHED GUEST SPEAKERS 

LYMAN A. BREWER, M.D., LOS ANGELES ..... CHEST 

LOWELL S. GOIN, M.D., LOS ANGELES ........ , RADIOTHERAPY 

P EDWARD S. JUDD, JR., M.D., ROCHESTER GASTRO-INTESTINAL TRACT 

. WILLIS J. POTTS, M.D., CHICAGO ........... MALIGNANCIES IN CHILDREN 
a HERBERT W. SCHMIDT, M.D., ROCHESTER DIAGNOSIS AND RESPIRATORY TRACT 
1a GRANTLEY W. TAYLOR, M.D., BOSTON BREAST AND NECK 





RICHARD W. TeLINDE, M.D., BALTIMORE 
- WOLF W. ZUELZER, M.D., DETROIT .... 


ROUND-TABLE DISCUSSION 











UTERUS AND OVARY 
MALIGNANCIES IN CHILDREN 


NON-SCIENTIFIC BANQUET 


FOR HOTEL RESERVATIONS, 
WRITE TO CANCER CONFERENCE, 519 — 17TH ST., DENVER 
NO REGISTRATION FEE 


SPONSORED BY COLORADO STATE MEDICAL SOCIETY 
CANCER SOCIETY 


AND COLORADO DIVISION, AMERICAN 
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THE NEWS 














‘*‘Why Not a Caesarean?’’ — Kate Holliday — 
Readers Digest, April 1950, page 35. This article ex- 
plains the growing trend toward the patients wanting 
Caesarean Sections but it leaves out some of the im- 
portant reasons such as a more stormy convalescence 
most of the time than from a normal delivery and 
also it does not give the fact that the fetal mortality 
is greater for section deliveries no matter what type. 
However, this article is fairly good in explaining the 
reasons for the section in lay language but even they 
are misleading. About the main reason it gives and this 
is enlarged upon for not having a Caesarean Section is 
the fact it might limit the size of the family. 


‘*Beware the ‘Scientific’ Medical Quacks!’’ — Nor- 
ma Lee Browning — Headers Digest, April, 1950, page 


65. This is a very good exposure of the quackery in 
medicine not only the cultist but also that occasionally 
practiced by a rare M.D. However my firm belief is 
that you can say bad about bad until you are blue in 
the face and the public will just laugh at you but talk 
bad about good and the public will gobble it up, en- 
large upon it and then drag all of it through the 
sewers and feel they have done a wonderful job of up- 
lifting. 

‘*Gout’? — Maxine Davis — Good Housekeeping, 
April, 1950, page 13. Woe be unto any man who has 
a painful joint the night or so after a big party be- 
cause the good wife will have read this article and 
poor hubby will be suffering from Captain Katzen- 
jammer’s immortal gout. The man would not have a 
‘*eome-back’’ because this article was in a publication 
most men do not read. Mama will be able to tell poor 
pa the cause, the diagnosis and even the treatment 
which will include the following: ‘‘No more parties 
pa, you ain’t as young as you used to be.’’ This is 
a good article but the medical advisor should be ready 
to answer all questions and give sound up to date ad- 
vice. 

‘*The Jaundice Plague’’ — Steven M. Spencer — 
The Saturday Evening Post, March 25, 1950, page 28. 
Read this very factual and lengthy article on Infectious 
Hepatitis because it may help make a diagnosis but 


mainly to re-learn the long tedious and trying steps 
in any research project in the field of medicine. The 
patients who have had this disease will read the com- 
plete article and be ready to bombard their physicians 
with difficult questions. It is very factual and should 
be read by both physicians and laymen. 

**Menace—In the Medical Labs’? — Albert Deutsch 
— Woman’s Home Companion, April, 1950, page 32. 
Dr. Karl F. Meyer, professor of pathology at University 
of California states, ‘The public would be astounded if 
the truths about laboratory errors were known. Not 
only laymen, but many physicians have been putting 
too much blind faith in the results of laboratory tests, 
sometimes with fatal consequence.’’ One of the rea- 
sons for this is the more and more use of the labora- 
tories by the scientifically trained physician. As one 
Oklahoma physician stated to a group not long ago — 
‘*There isn’t any such thing as the art of the practice 
of medicine any more, it is all scientific and that is as 
it should be.’’ Then we worry about government caus- 
ing federal medicine. The subject discussed by Deutsch 
should be dumped in the laps of laboratory directors 
and laboratory technicians and called to the attention of 
the members of the medical profession and not given to 
the readers of the Woman’s Home Companion who can 
do nothing about it. What a good excuse for an anxiety 
complex. 

‘*Birth Control—In Reverse’’ — Redbook, April, 
1950. page 29. 

If you can’t get pregnant just go to one of the 
planned parenthood clinics or one of the so-called fer- 
tility clinics named in this article and bingo, nine 
months later, a bouncing baby is delivered! At least that 
is the picture this essay paints for its readers. Ac- 
cording to the scene of this great portrait, only a few 
qualified men in the country can and will make this 
examination. However, it is being done almost every 
day by the physicians in the state of Oklahoma just as 
good and thorough with the same, if not better, methods 
than those so highly praised by the author. Conse 
quently, if your patients ask you if you are a fertility 
specialist, you will know whence it came. 





MEET OUR CONTRIBUTORS 











L. Chester McHenry, M.D., Oklahoma City, is the 
author of ‘‘Medical Aspects of Speech and Hearing 
Disorders’’ in this issue of the Journal. Doctor Me- 
Henry was graduated from Harvard Medical School 
in 1925. He limits his practice to otolaryngology and 
branchoesophagology. He has practiced in Oklahoma 
City since the fall of 1928. A member of the Ameri- 
ean Laryngological, Rhinological, and Otological So- 
ciety; American Bronchoesophagological Society; and 
American Academy of Ophthalmology and Otolaryngol- 
ogy, he has been certified by the otolaryngology board. 
Doctor McHenry is speaker of the House of Delegates 
of the Oklahoma State Medical Association. 


T. G. Wails, M.D., F.A.C.S., Oklahoma City, wrote 
the paper on ‘‘Chronic Maxillary Sinusitis’’ in the 
May Journal. A graduate of the University of Okla- 
homa School of Medicine in 1921, he limits his prac- 
tice to ear, nose and throat. He is a member of the 
American Academy of Ophthalmology and Otolaryngol- 
ogy and the American E.N.T. Society. He has been 
certified by that board and is a diplomate of the Na- 
tional board. 


J. Albert Key, M.D., B.S., St. Louis, Missouri, a 
guest speaker at the 1949 annual meeting, has a paper 
on ‘‘Diagnosis and Treatment of Intervertebral Disc 
Lesions in the Low Back’’ in this Journal. He was 
graduated from Johns Hopkins in 1918 and practiced 
in Baltimore, Maryland, before going to St. Louis. 
Limiting his practice to orthopedic surgery, he is a 
member of the American Orthopedic Association, Amer- 
ican Academy of Orthopedic Surgery; Central States 
Orthopedic Association, American Surgery Association; 
and Southwestern Surgical Association. He has been 
certified by the Board of Orthopedics. 

Charles D. Blassingame, M.D., Ph.D., F.A.C:S., Mem- 
phis, Tennessee, who was also a 1949 annual meeting 
guest speaker, has a paper ‘‘ Diagnosis and Treatment 
of Sinus and So-Called Sinus Disease’’ in this issue. He 
is a graduate of Vanderbilt University. A fellow of the 
American Academy of Ophthalmology and Otolaryngol- 
ogy, the American Laryngological Association and other 
medical organizations, he is a member of the American 
Board of Otolarygology and a representative to the 
Board of Governors of the American College of Sur- 
geons. - 
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Below is a reproduction of the bronze 
medal presented E. S. Lain, M.D., Oklahoma 
City. At right is a copy of the certificate 
and Doctor Lain’s picture appears in the 
lower righthand corner. (Also see Editorial, 
page 181.) 
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CLASSIFIED ADS 











FOR SALE: As I am retiring I want to dispense of facilities. Full time nurse-technician employed. Rent 
my office, including x-ray and other good equipment. reasonable. College town of 25,000 population. Mod 
Excellent town. 7,500. Ready for a good clinic. Best ern standardized hospital and admission to staff easily 
opportunity in state for one or two: competent men. arranged. A splendid nucleus for a clinie if desired. 
Write Key K, care of the Journal. Terms made agreeable and will remain for intrdue 


— tion. Write Key B, care of the Journal. 
FOR SALE: Latest and complete ophthalmological ~~ 
equipment, otolaryngological equipment, including in FOR SALE: X-ray 25 MA. Profex with upright 
struments and office furniture. This practice is ready ‘ 
to step into; and available due to the recent death of 
one of Oklahoma City’s outstanding specialists. The 


fluoroscope, cassettes, and darkroom equipment. Used 
one year. $1100, Write Key L, care of the Journal. 
practice records, and good will are gratis. Priced 


vs _ . . FOR SALE: Oklahoma City outlying district exten- 
reasonably. Write Key 8, care of the Journal. R : a . : tae 


sive lucrative practive. Good hospital connection. Five 


FOR SALE: On iii rectal and proct pi room living quarters. Eight room clinic. Also three 
SALE: > Mac J CTE an yroctoscopic 


table. One proctoscope and one tubal insufflation set. 
One Admiral surgical cautery with diathermy. One desk 


room ambulatory hospital in connection. Fully equipped 
for all elinical diagnosis. Sudden coronary act now 
while established clientele is still available. Write Key 


and chair. Also obs.-gyn. books. Write Key W., care of . , 
. : C, care of the Journal. 


the Journal. 


FOR SALE: Complete set of equipment for General 
Practice, x ray, diathermy, waiting room furniture. Top 
shape. Write Key P, care of the Journal. 


For SALE: 110 volt x-ray generator, tube and con 
trol. $125.00. Write Key E, care of the Journal. 


FOR SALE: I am retiring after 50 years of activity cen 





in surgery and general practice and desire a successor FOR SALE: New upright autoclave. In good working 
eligible to medical society membership. Office equip order. Other used lab equipment. Write Key M, care 
ment with x-ray, diathermy and excellent laboratory of the Journal. 
Charter Fellow Charter Member 
American College Hospital Administrators American Association of Hospital Consultants 
Life Member Honorable Mention “Modern Hospital” 
American Hospital Association Competition for Plans of Small Hospitals 


PAUL Tl. PESLER 


< HOSPITAL CONSULTANT 
University of Oklahoma Hospitals, Oklahoma City 


Surveys — Planning — Organization 


Present Projects: Management — Equipment 
Comanche Co. Hospital, Lawton 35 years experience in administration and planning 
H LeFlore Co. Hospital, Poteau of all types of hospitals, including: 
Sequoyah Co. Hospital, Sallisaw University of Oklahoma, Oklahoma City 
Choctaw Co. Hospital, Hugo University of Minnesota, Minneapolis 
Santa Fe Hospital, Topeka Wesley Memorial Hospital, Chicago 

















WEST TEXAS 
MATERNITY HOSPITAL 
For Unfortunate Young Women 


Secluded, Homelike Surroundings. Excellent Medical 








Care. Arrangements made for Adoption through 


Licensed Agency. Reasonable Rates. 


Patients Réceived Any Time During Pregnancy 
2306 Hemphill Fort Worth, Texas Phone 4-9258 
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LACTOGEN -} WATER = FORMULA 


2 fi. ozs. 
(20 Cals. per fl. oz.) 






1 level tablespoon 2 fl. ozs. 
(40 Cals.) 








‘LACTOGEN’ 


CLOSELY APPROXIMATES 
BREAST MILK 
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Advertised to 
he Medical Profession only 
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ESTROGENIC SUBSTANCES 


WATER-INSOLUBLE 


the name which signifies | 


e CONTROL | 
* UNIFORMITY | Estrogenic Substances 


in Persic Oil 


e MANUFACTURING 221, lcc... 5,000 Units 
226, 1 10,000 Unit 
> Ca 3 88S [a 3 | 227, 10 ce... 10,000 Units 


228, lce my iemelelemertirs 


COUNCIL ACCEPTED 229, 10 cc. . .20,000 Units 
Estrogenic Substances 
@) at= Aqueous Suspension 
270, 10 «c lomo emer tity 
247, 10 cc yiemelelemeltits 
y: > ae yiemelelemeltiry 


yy Poe ie 4 iDemelelemeririrs 
267, 10 cc. itemelelemelrirs 


THE SMITH-DORSEY COMPANY « LINCOLN, NEBRASKA 
Branches at Los Angeles and Dallas 


MANUFACTURERS OF FINE PHARMACEUTICALS SINCE 1908 
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MEDICAL ABSTRACTS 


EFFECTS OF DELTA S PREGNENOLONE IN RHEU- 
MATOID ARTHRITIS. Davidson, R., Koets. P., Snow. 
W. G., and Gabrielson, L. G., Depts. Med., Ob. and 
Gyn., Stanford University School of Medicine, Arch. 
Int. Med., 85:365, March, 1950. 


In a carefully performed and well controlled clinical 
study, the authors report very encouraging results in 
most of their rheumatoid arthritis patients following 
treatment with pregnenolone (a direct oxidation product 
of cholesterol and intermediate substance in the syn- 
thesis of such steroids as progesterone and desoxycorti- 
costerone). Intramuscular injections of pregnenolone 
were given to 30 patients, made up of 12 with ankylos- 
ing spondylitis, 13 with rheumatoid arthritis (peripher- 
al), one with rheumatoid arthritis, ankylosing spondyli- 
tis and degenerative joint disease, one with rheumatoid 
arthritis complicated by glomerulonephritis (may _ be 
early disseminated lupus) and one with rheumatoid ar- 
thritis with psoriasis. In most all cases response was 
uniformly favorable within two to three weeks, with 
disappearance of pain, stiffness and local swelling, red 
ness and tenderness; sed rates, fevers and anemias re» 
turned to normal in most cases after longer intervals 
of treatment. After short periods of treatment, cessa 
tion of treatment was quickly followed by return of 
symptoms, but in longer term treatment over several 
months, cessation of treatment was not followed by 
recurrences in a significant number of cases. The most 
encouraging thing about the report is the complete 
absence of induced edema, hypertension, hyperglycemia, 
hirsutism, ete. which so consistently occurs following 
pituitary ACTH, cortisone, testosterone or desoxycorti- 
costerone therapy. 

The authors recommend a dosage schedule of 100 
mgm of pregnenolone acetate in oil twice daily over a 
period of about three to six weeks depending on the 
clinical response, with maintenance dosage of 50-100 
mgm of the same preparation intramuscularly as need 
ed, although they point out further studies will be in 
dicated to determine more accurate dosage schedules. 
The pregnenolone was supplied by the Schering Cor- 
poration, Kighteen cases are reported in detail and re 
prints should be requested for more careful study of 
this interesting paper. (Ed. It would seem advisable 
at this time to try this relatively simple non-toxic method 
ot treatment for rheumatoid arthritis, rheumatic fever 
and other diffuse vascular or collagen diseases (and 
possibly acute leukemia) before using other substances 
like desoxyeorticosterone or testosterone with their po 


tential disturbing side reactions. 


FAILURE OF ALPHA TOCOPHEROL (VIT. E) TO IN- 
FLUENCE CHEST PAIN IN PATIENTS WITH HEART 
DISEASE. Rinzler, S. H., Bakst, H., Benjamin, Z. H., 
Bobb, A. L., and Travell, J.. Beth Israel Hosp., N.Y.C.. 
N.Y., Circulation 1:288, February, 1950. 


In an accurate ‘‘blind-test’’ objective study of 38 
patients with angina pectoris treated with 200-300 mgm 
of alpha tocopherol (Vitamin E) daily by mouth and 
with placebos, the authors report that the effects of 
Vitamin E were no different than were the effects of 
placebos on the chest pain and on objective measure 
ments of cardiac muscle function, thus failing to con- 
firm some less well controlled studies which have re- 
ported benefits of alpha tocopherol in eardiae pain. 


Robert M. Becker, M.D. 


TREATMENT OF PARALYSIS AGITANS WITH DI- 
HYDRO-BETA-ERYTHROIDINE, Shapiro, S., Baker, A. 
B., Univ. Minnesota Med. School, Minneapolis, Minn.. 
Am. J. Med., 8:153, February, 1950. 

Definite improvement in the rigidity of 24 patients 
with paralysis agitans following the use of a curare 
like compound dihydro-beta erythroidine is reported by 
the authors. When used alone it had little effect, but 
when combined with commonly used atropine derivatives 
(hyoseine hydrobromide, rabellon, vinobel or bellabul 
gara) they noted ‘‘striking improvement in most cases 
in which rigidity was a feature.’’ Little or no effect 
upon the tremor or the oculogyrie crises was noted. 
Recommended treatment schedule: first give one of the 
atropine derivatives in increasing doses until maximum 
benefits obtained. Then start 
dine orally in doses of 50 mg. four times daily. They 
state that definite improvement in symptoms was no- 
ticed within a week or two, maximum in one month. 
They did not state from what pharmaceutical house 
the drug could be obtained. They state also that the 


dihydro-beta-erythroi- 


drug is relatively non toxic in doses as high as 300-400 
mgm. daily, but occasionally produced mild anorexia, 
nausea, vomiting and gaseous eructations. 
MECHANISMS OF THE AURICULAR ARRHYTHMIAS. 

Prinzmetal, M., Corday. E., Brill, L, Sellers, A. L., 

Oblath, R. W., Flieg, W. A., Kruger. H. E., Cedars of 

Lebanon Hospital. Los Angeles, Calif., Circulation 

1:241, February, 1950. 

Primarily by the use of high speed motion picture 
films the authors have observed auricular arrhythmias 
induced in dogs and report that auricular extrasystoles, 
auricular paroxysmal tachyeardia, auricular flutter and 
auricular fibrillation are abnormal auricular contrac- 
tions which have a common origin in an ectopic focus 
from which the abnormal contractions arise. They differ 
only in number and intensity of contractions of the 
auricular musculature. In auricular paroxysmal tachy 
cardia, auricular flutter and auricular fibrillation no 
circus movement (Lewis) was noted. Instead the im 
pulses and auricular contraction waves spread out from 
an ectopic focus equally in all directions over the 
auricles, contracting more slowly in auricular paroxys 
mal tachyeardia, faster in auricular flutter and most 
rapidly in auricular fibrillation. It is felt that the action 
of digitalis and quinidine in checking some of the auric- 
ular arrhythmias rests in their ability to depress the 
sensitivity of the A:V node and thus protect it from 
rapid bombardment by the many auricular excitation 
waves not that they break up the circus movement as 
has been previously believed. Confirming observations 
have been made on man and it seems that Lewis’ clas 
sic beliefs are now untenable. 

THE ERYTHROCYTE SEDIMENTATION RATE IN HU- 
MAN SUBJECTS RECEIVING DICUMAROL. Hyman, 
J.. and Harris, R., Michael Reese Hospital. Chicago, 
Ill., Am. Heart Jour., 39:321, March, 1950. 

The authors found that therapeutic doses of Dieum 
arol (keeping prothrombin times below 50 per cent of 


normal in 10 normal human subjects, did not sig 
nificantly influence the erythrocyte sedimentation rate. 
This work is confirmatory of other recent studies i 
normal humans. (Ed.—Patients with coronary occlusion 
are not normal subjects of course, though it would 
seem that in this particular situation the findings would 


be applicable. 
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A BIG TIME-SAVER 
FOR EVERY DOCTOR 


EFFECT OF CHOLINE AS A LIPOTROPHIC AGENT 
IN THE TREATMENT OF HUMAN CORONARY 
ATHEROSCLEROSIS. Morrison, L. M. and Gon- 
zales, W. F., Div., of Medicine, Los Angeles County 
General Hosp., Los Angeles, Calif., Proc. Soc. Exp. 
Biol. and Med., 73:37, January. 1950. 

In a three-year study of 230 patients following their 
first attack of coronary occlusion and myocardial in 
farction, alternate patients were treated with daily oral 
choline bicarbonate in doses ranging from 2—32 Gms. 
daily, ‘‘depending on their tolerance for the drug and 
the degree of hypercholesterolemia present’’. Of the 
115 control patients (not receiving choline) 35 patients, 
or 30 per cent, had died after three years, death due to 
recurrent myocardial infarction in 19 cases. Of the 115 
choline-treated patients, 14 patients or 12 per cent had 
died after three years, death due to recurrent myo 
cardial infarction in only six cases. 

The authors conclude that the *‘choline was effective 
in significantly reducing the mortality rate due to re 
current coronary thrombosis with myocardial infare 
ee 
SIGNIFICANCE OF THE REFERENCE OF ANGINAL 

PAIN TO THE RIGHT OR LEFT SIDE OF THE BODY. 

Wyburn, Mason R., (London, England)., Am. Heart 

Jour., 39:325, March, 1950. 

A plausible explanation for right and left sided re 
ferred pain from angina pectoris or coronary occlusion, 
is put forward by the author. He states that on em 
bryological and phylogenetic grounds the left and right 
sides of the heart are supplied by nerves from the left 
and right sides of the nervous system respectively, that 
impulses arising from the interatrial septum, A:V 
node, left auricle and left ventricle are transmitted by 
nerve fibers passing into the left posterior nerve roots 
of the eighth cervical and first four or five dorsal nerve 
roots, and that impulses arising in the right auricle o 
ventricle pass imto corresponding nerve root structures 
on the right side. The interventricular septum is a mid 
line structure. Greater involvement of the chambers on 
the left side would account for more frequent occur 
rence of pain in the left arm than right, but in a pa 
tient with dextrocardia or major involvement on the 
right side, pain may be referred predominately to the 
right arm or right side of neck and jaw. 

RESOLUTION 

WHEREAS, the Supreme Master of our destinies has 
beckoned to one of our colleagues, directing him to lay 
down his mortal habiliments and cease his earthly 
labors, and 

WHEREAS, by the passing of Dr. Alfred J. Mets 
cher, the entire medical profession, the community at 
large, and those who have learned to depend on him 
for advice and counsel have suffered a great loss, and 
there has been left a place vacant that cannot be 
filled, not only in the profession, but in the hearts of 
those who knew him, and 

WHEREAS, we, the members of the Garfield-King 
fisher County Medical Society, mourn the loss of our 
fellow member and desire to convey to the world our 
appreciation of his great service, therefore 

BE IT RESOLVED, that we express to the relatives 
of Doctor Metscher our sincere sympathy and our de 
sire to share with them this burden of loss, and 

BE IT FURTHER RESOLVED, that a copy of these 
Resolutions be sent to each of the relatives of Doctor 
Metscher, a copy spread on the records of the Society, 
a copy sent to the Journal of the Oklahoma State Med- 
ical Association and a copy to the local press of this 
city. 

s/ P. W. HOPKINS, M.D. 
A. F. DOUGAN, M.D. 
HERBERT B. SHIELDS, Jr., M.D. 


Committee on Resolutions. 





This handy booklet for new 
mothers was “built to doctors’ 
orders”. It contains blank forms 
for filling in your instructions 
and formulas. 

It provides a permanent case-his- 
tory record. A memo will bring 
you asample...or as many as you 
want for your daily practice... 
without obligation. 


Many doctors are prescribing 
“Daricraft Homogenized Evapo- 
rated Milk”. It is always uniform, 
safe, sterilized, easy to digest, and 
high in food value and minerals. 
Daricraft contains 400 U. S. P. 
units of Vitamin D per pint. 
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Second Annual Meeting 


OKLAHOMA RHEUMATISM SOCIETY 


OKLAHOMA CITY, OKLAHOMA 
June 4, 1950 


REGISTRATION — $1.00 each Biltmore Hotel 
North Lounge* 
(members only) 


Business Meeting 
The Chemistry of Anti-rheumatic Steroids Mark R. Everett, Ph.D. 


Biochemistry, Oklahoma City, Oklahoma 


SEUNG “WEEE TPPOIIIENE TC UROIIII tes ececcccecicccneecetsceseccccccenccencesssesosis J. N. Owens, Jr., M.D. 


Pathology, Oklahoma City, Oklahoma 

Clinical and Metabolic Effects of ACTH (Adrenocorticotrophic hormone) and Cortisone 
in Rheumatoid Arthritis W. Paul Holbrook, M.D., Guest Speaker 
President, The Arthritis and Rheumatism Foundation, Senior Medical Consultant to 
the Tucson Medical Center and St. Mary's Hospital and Sanitorium, Tucson, Arizona 


Luncheon — Questions by members and friends; answers by essayists. 

Recent Orthopaedic Developments in Arthritis -..............----.-------------+--0-+ J. R. Stacy, M.D. 
Orthopaedic Surgery, Oklahoma City, Oklahoma 

Physical Medicine in the Treatment of Arthritis Sumner Y. Andelman, M.D. 
Internal Medicine, Tulsa, Oklahoma 

I add en slibsbusbinsiininooaaoiamiininad E. Goldfain, M.D. 
Internal Medicine, Oklahoma City, Oklahoma 


. Armchair Discussion 
*Place of meetings posted here. 


ALL O.S.M.A. MEMBERS ARE INVITED TO ATTEND 








O.S.M.A. ANNUAL MEETING 


HOTEL RESERVATION 
Clip and Mail to Oklahoma State Medical Association 
Reservations Committee 
210 Plaza Court Oklahoma City 3, Oklahoma 


Arrival date (day and approximate hour) . 
Length of stay 

Accompanied by wife -.... _..Yes 

Type of accomodation desired ....Single Room ..Double Room. 


Double room with twin beds. ia Suite. (Check one). 
Hotel preference (give first and second choice). 


RESERVATION WILL BE CONFIRMED BY HOTEL, 
NOT THE EXECUTIVE OFFICE. 














av OS , , . . - . 
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STABILITY 


The inherent stability of Koromex Jelly and Cream over a wide range 
of temperatures and, despite the seasonal changes, assures the 
maintenance of physical and chemical properties. As a result of this 
controlled stability patients do not come in contact with lumpy or watery 


products, and find Koromex an unfailingly satisfactory product to use. 





KOROMEX | 


A CHOICE OF PHYSICIANS 


HOLLAND-RANTOS COMPANY, INC. «145 HUDSON STREET, NEW YORK 13, N.Y. 


MERLE § YOUNGS, PRESIDENT 
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PROGRAM 
FIFTY-SEVENTH ANNUAL SESSION 
OKLAHOMA CITY---JUNE 5, 6, AND 7, 1950 


GREETINGS FROM THE OKLAHOMA COUNTY MEDICAL SOCIETY 


The Oklahoma County Medical Society is happy again to act as host at the 57th Annual 
Meeting of the Oklahoma State Medical Association. We are hopeful that all of our friends 
in the State will attend this excellent meeting. 


The Annual Meeting of the Alumni Association of the University of Oklahoma School 
of Medicine will be held on Sunday and it is hoped that all members of the State Medical 
Association can be present at the Fellowship Hour. 


The use of the Municipal Auditorium as a meeting place for the first time this year 
should add a great deal to the success of the meeting. Again we wish to urge everyone to 
come to Oklahoma City this year. 

Sincerely yours, 
JOHN F. KUHN, M.D., President 
Oklahoma County Medical Society 


ANNUAL MEETING COMMITTEES - 1950 


ANNUAL SESSION COMMITTEE: George H. Garrison, M.D., Oklahoma City, Chairman; 
Ralph A. McGill, M.D., Tulsa; Lewis J. Moorman, M.D., Oklahoma City. 


SCIENTIFIC WORK COMMITTEE: Henry G. Bennett, Jr., M.D., Oklahoma City, Chair- 
man; W. W. Sanger, M.D., Oklahoma City; J. M. Parrish, Jr., M.D., Oklahoma City; Homer 
A. Ruprecht, M.D., Tulsa; Edwin Fair, M.D., Oklahoma City. 


GENERAL CONVENTION CHAIRMAN: L. J. Starry, M.D., Oklahoma City. 


ENTERTAINMENT COMMITTEE: Tom Points, M.D., Oklahoma City, Chairman; W. C. 
McClure, M.D., Oklahoma City; L. J. Starry, M.D., Oklahoma City. 


COMMERCIAL EXHIBIT COMMITTEE: Leo Cailey, M.D., Chairman, Oklahoma City; Mil- 
ton J. Serwer, M.D., Oklahoma City. 


HOTELS AND REGISTRATION COMMITTEE: Lou Charney, M.D., Oklahoma City; R. 
Q. Goodwin, M.D., Oklahoma City; C. C. Fulton, M.D., Oklahoma City; P. D. Casper, M.D., 


Oklahoma City. 











DOCTOR IS OUT 


He is attending the 57th Annual Meeting of the Okla- 
homa State Medical Association at Oklahoma City 
where he is hearing scientific lectures by the nation’s 
leading scientists and viewing the latest medical and 


surgical technics by television and movies. 


Doctor will be in his office 





M: 
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GENERAL INFORMATION 


HEADQUARTERS 





Municipal Auditorium — Oklahoma City, Oklahoma 


1 No hotel will be designated as meeting headquarters. 


ROOM RESRATION 


Adequate housing facilities have been arranged at the leading hotels of Oklahoma City 
for all delegates, members, and visitors. All convention reservations should be made 
through the Reservations Committee, Oklahoma State Medical Association, 210 Plaza Court, 
Oklahoma City 3, Oklahoma. It is suggested that these reservations be made as soon as 
possible. A written confirmation will be received directly from the hotel at an early date. 


In requesting reservations, please state date of arrival, length of stay, type of accomoda- 
tion desired, and approximate time of registration. Rooms will not be held after 7:00 P.M. 
except by prior arrangement. 





REGISTTRATION 
Zebra Room (basement) Municipal Auditorium 


Registration will be held in the Zebra Room, which is downstairs, in the Municipal Aud- 
itorium from 8:00 A.M. till 5:00 P.M. Monday through Wednesday, June 5, 6 and 7. All 
physicians except those from outside the State, visiting guests, and those of intern and 
military status, must present membership cards for 1950 before registering. Dues for 1950 
will not be accepted at the Registration Desk except from County Secretaries. 


HOUSE OF DELEGATES REGISTRATION 





On Sunday, June 4, registration for members of the House of Delegates will be at the 
entrance of the Hall of Mirrors, second floor of the Municipal Auditorium from 1:00 P.M. 
to 4:00 P.M. The House of Delegates will meet at 2:00 P.M. Sunday, June 4, the day pre- 
ceding the opening of the Scientific Program. The first session will adjourn approximately 
at 5:30 P.M. and reconvene at 7:00 P.M. All sessions of the House of Delegates will be 
held in the Hall of Mirrors, Municipal Auditorium, second floor. 
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GENERAL SESSIONS 


The General Sessions will be from 9:00 A.M. to 12:00 Noon and 1:30 P.M. to 4:30 P.M. 
on Monday and Tuesday; and from 9:00 A.M. to 5:00 P.M. on Wednesday. The General 
Session Wednesday Afternoon will include the Poliomyelitis Television Broadcast from 1:30 
to 2:30 and the Surgical Clinical Pathological Conference at 4:00 o’clock. All General Ses- 
sions will be held in the Zebra Room (downstairs) of the Municipal Auditorium. 





SECTION MEETINGS 


The Section Meetings will be from 1:30 P.M. to 5:00 P.M. on Monday and Tuesday; 
and on Wednesday from 9:00 A.M. to 12:00 Noon. The Section Meetings will be held in 
the Zebra Room of the Municipal Auditorium. 


TELEVISION AND MOVIES 


Schedule for television and movies to be shown in the Zebra Room of the Municipal 
Auditorium is as follows: 


Medicine — 9:00 A. M. to 12:00 Noon — Monday 

Surgery — 9:00 A. M. to 12:00 Noon — Tuesday 

Medicine — 2:30 P.M. — Wednesday 

Public Television Broadcast on Poliomyelitis—1:30 P.M. to 2:30 P.M.—Wednesday 


SCIENTIFIC EXHIBITS 


Scientific Exhibits have been provided for the first time in many years. They will be 
located in the area adjoining the Registration Desk. An outstanding selection has been 
made and all are urged to visit them during the meeting. Scientific Exhibits will be open 
from 8:30 A.M. to 5:00 P.M. 


COMMERCIAL EXHIBITS 


Commercial Exhibits will be located in the Zebra Room (basement) of the Municipal 
Auditorium. All visitors are urged to inspect the great variety of exhibits which will be 
displayed from 8:30 A.M. to 5:00 P.M. 


COUNCIL 


The Council will meet at 10:00 A.M. on Sunday, June 4, in the East Room, Biltmore 
Hotel, and subsequently upon call by the President. 


PRESIDENT’S ANNUAL DINNER DANCE 


The President’s Annual Dinner Dance will be held on Tuesday, June 6, at 8:00 P.M. in 
the Persian Room of the Skirvin Tower Hotel. Dancing will begin at 10:00 P.M. and con- 
tinue through 1:00 A.M. Tickets may be purchased at the Registration Desk in the Zebra 
t00m of the Municipal Auditorium. 


ROUNDTABLE LUNCHEONS 


Medical and Surgical Roundtable Luncheons will be held daily Monday through Wed- 
nesday, June 5-7, at 12:00 noon with guest speakers participating. Tickets should be pur- 
chased at the Registration Desk, Zebra Room; Municipal Auditorium. 


* 
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| OFFICERS OF OKLAHOMA 
STATE MEDICAL ASSOCIATION 


George H. Garrison, M.D. 
Oklahoma City 


President 








L. Chester McHenry, M.D. 
Oklahoma City 


Speaker of the House of Delegates 








Lewis J. Moorman, M.D. 
Oklahoma City 


Secretary-Treasuret 
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YOUR CONVENTION AT A GLANCE 


SUNDAY, JUNE 4, 1950 


A.M.—Council Meeting, East Room, Biltmore Hotel 

P.M.—House of Delegates, Hall of Mirrors, Municipal Auditorium 
P.M.—House of Delegates, Hall of Mirrors, Municipal Auditorium 
P.M.—O. U. Alumni Fellowship Hour, Persian Room, Skirvin Tower Hotel 


MONDAY, JUNE 5, 1950 
A.M.—General Registration opens, Zebra Room (basement) Municipal Auditorium 
A.M.—General Sessions, Zebra Room, Municipal Auditorium 
Noon—Roundtable Luncheons 
P.M.—Section Meetings, Zebra Room, Municipal Auditorium 
P.M.—General Sessions, Zebra Room, Municipal Auditorium 


TUESDAY, JUNE 6, 1950 
A.M.—Registration, Zebra Room (basement) Municipal Auditorium 
A.M.—General Sessions, Zebra Room, Municipal Auditorium 
Noon—Roundtable Luncheons 
P.M.—Section Meetings, Zebra Room, Municipal Auditorium 
P.M.—General Sessions, Zebra Room, Municipal Auditorium 
P.M.—President’s Annual Dinner Dance, Persian Room, Skirvin Tower Hotel 
P.M.—Dancing, Persian Room, Skirvin Tower Hotel 


WEDNESDAY, JUNE 7, 1950 
A.M.—Registration, Zebra Room (basement) Municipal Auditorium 
A.M.—Section Meetings, Zebra Room, Municipal Auditorium 
Noon—Roundtable Luncheons 
P.M.—General Sessions, Zebra Room, Municipal Auditorium 
P.M.—Convention closes. 





SUNDAY, JUNE 4, 1950 


OKLAHOMA SCHOOL OF MEDICINE 
SKIRVIN TOWER HOTEL, PERSIAN ROOM, OKLAHOMA CITY, OKLA. 
ROBERT B. GIBSON, PRESIDENT, PRESIDING 


P.M. Reunion and Fellowship Hour — Refreshments 


(For all doctors and wives attending the Oklahoma State Medical Association 
Annual Meeting) — The official 10 year class reunions will meet here also as 


follows: 


of 1910 — Chairman, Eva Wells, M.D., Med. Arts Building, Oklahoma City 
of 1920 — Chairman, Carl Brundage, M.D., 1200 No. Walker, Oklahoma City 
of 1930 — Chairman, Bert Mulvey, M.D., 1200 No. Walker, Oklahoma City 
of 1940 — Chairman, W. T. McCollum, M.D., 415 N. W. 12th, Oklahoma City 
of 1950 — Chairman, Robert Hargrove, M.D., Medical School, Oklahoma City 


P.M. (1) Same place — Persian Room, Skirvin Tower Hotel. All doctors and wives 
invited — the seniors will be given the Hippocratic Oath Sponsio Academ- 


ica by Robert B. Gibson, M.D., Ponca City, Oklahoma 
(2) Welcome — by Mark R. Everett, Ph.D., Dean 


(3) Honoring of Professors Emeritus: 
George A. LaMotte, M.D., Medicine 
by Phil McNeil, M.D. 
C. J. Fishman, M.D., Medicine 
by R. Q. Goodwin, M.D. 


(4) The Oklahoma Medical Research Foundation Report, J. G. Puterbaugh, 


President, McAlester, Oklahoma. 


(5) Election of Officers. ° a 








- re 











0 


= 





sna 


fe Te ao 














JOURNAL OF THE OKLAHOMA STATE MEpICAL ASSOCIATION 


GUEST SPEAKERS 


KENNETH APPEL, M.D., Philadelphia, Penn 
svivania. PSYCHIATRY. Consultant in Psy 
chiatry University of Pennsylvania Hospital; 
Associate’ Psychiatrist, University of Pennsyl 
vania Hospital; Professor of Clinieal Psy 
chiatry, University of Pennsylvania Hospital; 
Associate’ of the College ot Physicians ; \s 
sociation for Research in Nervous and Mental 
Diseases; American Psychiatri (Association; 
American Board of Psychiatry and Neurology 


JOHN 8S. BOUSLOG, M.D., Denver, ¢ rad 
RADIOLOGY Associate Clinical Professor f 


Radiology, University of Colorado School t 
Medicine. Civilian Consultant ! Radiology, 
Fitzsimons General Hospital. Fellow Americar 
College of Radiology Chancellor); Fellow, 
American College of Chest Physicians. Pres 
ident-Eleect Radiological Society of Nortl 
America; Americal Roentget fav Society 


American Radium Society 


JOSEPH W. GALE, M.D., Madison, Wiscor 
sin. GENERAL SURGERY. Professor of Sur 
gery University of Wisconsin Medical School; 
Head of Section of Thoracic Surgery State 
of Wisconsin General Hospital Member, Amer 
ican Association for Thoracic Surgery; Amer 
ican Surgical Association; Central Surgery 
Association; Wester: Surgical Association; 


Fellow, American College of Surgeons 
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GUEST SPEAKERS 





EDGAR HULL, M.D., New Orleans, Louisiana. 
GENERAL MEDICINE. Professor of Medi 
cine and Head of the Department, Louisiana 
State University School of Medicine; Senior 
Visiting Physician, Charity Hospital; Visiting 
Physician and Director of Heart Station, 
Mercy Hospital and Hotel Dieu. Member of 
American Board of Internal Medicine. Fel- 
low, American College of Physicians and Gov- 
ernor for Louisiana. Honorary Member, South 
ern Society for Clinical Research. Markle Fel 
lowship for study of tropical diseases, Costa 
Rica and Guatemala (one month) 1944. 


ROBERT R. KIERLAND, M.D., Rochester, 
Minnesota. DERMATOLOGY AND SYPH- 
ILOLOGY. Assistant Professor, Dermatology 
and Syphilology, University of Minnesota Grad- 
uate School (Mayo Foundation) Rochester, 
Consulting physician, Section of Dermatology 
and Syphilology, Mayo Clinic. Member of 
American Medical Association; American 
Academy of Dermatology and Syphilology; So- 
ciety of Investigative Dermatology and Amer- 
ican Dermatological Association. President of 
the Minnesota State Dermatological Society. 
Special Consultant to the United States Pub 
lic Health Service and the Veterans Adminis 
tration. 


JOHN 8S. KNIGHT, M.D., Kansas City, Mis- 
souri. OTOLARYNGOLOGY AND BRONCHO- 
ESOPHAGOLOGY,. Associate, University of 
Kansas School of Medicine; Consultant in Oto- 
laryngology, University of Missouri School of 
Medicine; Director and Chief, Otolaryngology 
Service, Kansas City Municipal Hospital; 
Missouri-Kansas Area Consultant, U. S. Vet 
eran’s Bureau. American Academy of Ophthal 
mology and Otolaryngology; American Bron- 
cho-esophagological Association; American 
College of Chest Physicians. 
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GUEST SPEAKERS 


a 
ALBERT N. LEMOINE, M.D., Kansas City, 
‘ Missouri. EYE. Chairman of the Department 
; of Ophthalmology, University of Kansas Med 
| ical Center. Member American Academy of 
Ophthalmology and Otolaryngology; Amer 
ican Ophthalmological Society; Association 


for Research in Ophthalmology; Diplomate, 
American Board of Ophthalmology. 


eS ee 





——o 


VINCENT J. O’CONOR, M.D., Chicago, Ili 
nois. UROLOGY. Professor and Head of De 
; partment of Urology at Northwestern Univer 

sity Medical School, Chicago. Chief of Uro 
logical Service Wesley Memorial Hospital, Chi- 
cago. American Association of Genito-Urinary 
' Surgeons; American Urological Association; 
International Society of Urology; Fellow, 
American College of Surgeons. 

















q 

HARRY SHWACHMAN, M.D., Bosten, Mass 

achusetts. PEDIATRICS. Head of the Di 

vision of Clinical Laboratory at Children’s 
Hospital; Chief of Nutrition Clinic, Child 

ren’s Hospital. Associate Professor of Ped 

iatrics Harvard Medical School. Member Amer 

ican Board of Pediatrics. 

7 
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GUEST SPEAKERS 


ATHA THOMAS, M.D., Denver, Colorado. 1 
ORTHOPEDICS. Associate Clinical Professor 
of Orthopedic Surgery at the University of 
Colorado Medical School; Attending Ortho- 
pedie Surgeon Children’s Hospital, Mercy 
Hospital, and Fitzsimons General Hospital of 
the U. S. Army in Denver. Diplomate of the 1 
National Board of Medical Examiners and 
of the American Board of Orthopedic Sur- 
geons. Fellow of the American College of ” 
Surgeons. Orthopedic Consultant and Chief of 
Prosthetic Clinic, Veteran’s Administration, 1 
Denver. 





CURTIS TYRONE, M.D., New Orleans, Louis 
iana. GYNECOLOGY AND OBSTETRICS. 
Professor of Clinical Gynecology, Tulane Uni- 
versity School of Medicine; Chief of Gynecol- 
ogy, Touro Infirmary, New Orleans; Head of 
the Department of Obstetrics and Gynecology, 
Ochsner Clinic, New Orleans. American Sur- 








gical Association; Southern Surgical Associa- 4 
tion; Fellow, American College of Surgeons. ' 
t 
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SCIENTIFIC PROGRAM 
MONDAY, JUNE 5, 1950 


SURGICAL GUEST SPEAKERS 


9:00 Joe Gale, M.D. 
“The Crippled Lung” 


9:45 Albert Lemoine, M.D. 
“Differential Diagnosis of a Red 
Eye” 
10:30 Vincent O’Conor, M.D. 
“Rupture of the Urethra and Blad- 
der — Etiology, Diagnosis and 
Treatment” 


11:15 Curtis Tyrone, M.D. 
“Endometriosis, A Clinical Problem 
of Increasing Importance”’ 
12:00 Roundtable Luncheon 
Medicine 


MEDICAL GUEST SPEAKERS 


1:30 Kenneth Appel, M.D. 
“Gastro-Intestinal Function and 
Emotion” 


2:15 Harry Shwachman, M.D. 
“The Use of New Antibiotics in In- 
fancy and Childhood” 


3:00 John S. Bouslog, M.D. 
“Some Misconceptions of the Gas- 
tro-Intestinal Tract in Children” 


3:45 Edgar Hull, M.D. 
“Pitfalls in the Use of Precision 
Methods in Cardiac Diagnosis”’ 


MEDICAL SECTION 


9:00 to 10:30 Medical Television 


10:30 to 12:00 Medical Movies 


bo 


ftoundtable Luncheon 
Surgery 


SURGICAL SECTION 

E. Norris Robertson, M.D. 

“Goniotomy in Congenital Glau- 
coma” 

C. A. Royer, M.D. 

“Indications for and Results of 
Keratoplasty”’ 

Guest Discussant—Albert N. Le- 
moine, M.D. 

Francis M. Duffy, M.D. 

“A Study and Investigation of the 
Etiology and Treatment of Peptic 
Ulcer” 

Vance A Bradford, M.D. 

“Recent Trends in Biliary Tract Sur- 
gery” 

Ed Fair, M.D. 

“Traumatic Injuries to the Chest” 

Guest Discussant—Joe Gale, M.D. 

B. C. Chatham, M.D. 

“Geriatric Gynecology” 

Herbert S. Orr, M.D. 

“A Preliminary Report — The Use 
of Hydrochloric Acid and Glutam- 
ic Hydrochloride for Vomiting in 
Pregnancy” 

Guest Discussant—Curtis Tyrone, 

M.D. 

Henry S. Browne, M.D. 

“The Conservative Management of 
Hydronephrosis” 

Jesse Miller, M.D. 

“Renal Calculi”’ 

Guest Discussant—Vincent O’Con- 

nor, M.D. 
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TUESDAY, JUNE 6, 1950 


MEDICAL GUEST SPEAKERS SURGICAL SECTION 


May, 1950 


9:00 


9:45 


10:30 


11:15 


12:00 


Robert Kierland, M.D. 
“Treatment of the More Common 
Skin Diseases” 


John S. Bouslog, M.D. 

“Some Pitfalls in the Diagnosis and 
Treatment of Cancer of the Cer- 
vix”’ 

Kenneth Appel, M.D. 

“Character Formation and Modifi- 
cation” 

Edgar Hull, M.D. 

“Clinical Use of Quinidine” 


Roundtable Luncheon 
Medicine 


SURGICAL GUEST SPEAKERS 





9:00 to 10:30 Surgical Television 


10:30 to 12:00 Surgical Movies 


Roundtable Luncheon 
Surgery 


MEDICAL SECTION 


1:30 W. G. McCreight, M.D. 
a “Cutaneous Parasites” 
1:30 John S. Knight, M.D. * 
“Hoarseness: Illustrations and Voice 1:45 C. P. Bondurant, M.D. 
Recordings of Various Laryngeal Tumors of the Skin 
Diseases 2:00 Guest Discussant—Robert Kierland, 
M.D 
2:15 Atha Thomas, M.D. 2:15 ase nna ~—— a 
“Amputation Surgical Principles th N ee SS wee 
and After Care With Special At- ow . 
tention to Prosthetic Require- 2:30 Arthur W. Hoyt, M.D. 
ments” “Rooming In: Experience in a Small 
Hospital” 
2:45 Guest Di —Harry Schwach- 
3:00 Vincent O’Conor, M.D. 2:45 a Harry Schwach 
“Conservative Surgery of the Hydro- et, 
nephrotic Kidney; Operations and 3:15 William N. Weaver, M.D. 
End Results” “Recent Advances in the Treatment 
of Cerebral Thrombosis” 
— ' 3:30 J. William Finch, M.D. 
3:45 a Gale, _— the Lane” “The Problem of Obesity” 
arcinoma of the Lung 3:45 Phil McNeil, M.D. 
“Lower Nephron Nephrosis” 
4:00 Guest Discussant—Edgar Hull, M.D. 
4:15 E. D. Greenberger, M.D. 
“Outside Looking In — Acute Ab- 
domen”’ 
4:30 C. J. Cavanaugh, M.D. 
“Newer Methods of Cholecystogra- 
phy” 
4:45 Guest Discussant—John S. Bouslog, 





M.D. 
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WEDNESDAY, 


SURGICAL GUEST SPEAKERS 


9:00 Albert N. Lemoine, M.D. 
“Early Treatment of the Cross Eyed 
Child” 


9:45 John S. Knight, M.D. 
“What the Family Medical Adviser 
Should Know About Fenestra- 
tion” 


MEDICAL GUEST SPEAKERS 


Harry Shwachman, M.D. 
“The Celiac Syndrome and Pancre- 
atic Insufficiency” 


11:15 Robert Kierland, M.D. 
“Cutaneous Manifestations of Sys- 
temic Disease” 
12:00 Roundtable Luncheon 


Medical 


1:30—2:30 Television, General Broadcast 
(Polio) 


Surgical Guest Speakers 
Atha Thomas, M.D. 


“Fractures About the 
Children” 


bo 
@ on 
ed 
~ 


Elbow in 


3:15 Curtis Tyrone, M.D. 
“Current Misconceptions in 
servative Pelvic Surgery” 


Con- 


4:00 to 5:00 Clinical Pathological 
Conference (Surgical) 


10: 


10:: 


33 


11:1: 


11 33 


9:00 


“OO 


15 
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JUNE 7, 1950 


GENERAL SECTION 


Joe Tyler, M.D. 


“Goals in Psychotherapy” 


James Snyder, M.D. 

“The  Physician-Patient Relation- 
ship” 

Guest Discussant—Kenneth Appel, 

M.D. 

William Waldrop, M.D. 


“Conservative Management of Low 


Back Pain” 


C. S. Graybill, M.D. 

“Differential Diagnosis of the Hip 
in Children” 

Guest Discussant—Atha Thomas, 


M.D. 
Byron W. Aycock, M.D. 
“Otitus Externa” 


R. L. Stuart, M.D. 
“Deep Infections of the Neck” 


Guest Discussant—John S. Knight, 


M.D. 
Roundtable Luncheon 


Surgical 


MEDICAL SECTION 


2:30 Medical Movies 
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WOMAN’S AUXILIARY 


OKLAHOMA STATE MEDICAL ASSOCIATION 
CONVENTION PROGRAM 
June 4, 5, 6 and 7, 1950 Skirvin Hotel 


SUNDAY, JUNE 4, 1950 
6:00 P.M. Executive Board Meeting (the elected officers, council women, 
A.M.A. Delegate) Home of Mrs. F. Redding Hood, Okla- 
homa City. 


MONDAY, JUNE 5, 1950 
9:00 A.M. Registration, Mezzanine Skirvin Hotel. All members and 
visiting physicians wives are welcome. 
10:00 A.M. General Meeting. Skirvin Hotel, 14th. Floor. Mrs. Clinton 
Gallaher, presiding 
Invocation, Mrs. MeLain Rogers, Clinton 
Pledge of loyalty to the American Medical Association 
Greetings, Mrs. Onis Hazel, President of Oklahoma County 
Auxiliary 
Response, Mrs. Marvin Elkins, Muskogee, Oklahoma 
Introduction of guests 
Roll Call, Mrs. Charles Paramore, Shawnee, Recording See 
retary 
Reading of the Minutes 
Announcements, Mrs. F. Redding Hood, Convention Chairman 
Memorial Service, Mrs. James Stevenson, Tulsa, Oklahoma 
Greetings, George H. Garrison, M.D., President, Oklahoma 
State Medical Association 
Reports: 
Officers, elected and appointed 
Standing Committee Chairmen 
Special Committee Chairmen 
Credentials, Mrs. Milam McKinney, Oklahoma City 
Mrs. James F. MeMurry 12:30 P.M. Buffet lunch for past presidents, home of Mrs. Neil Wood 
Sentinel ward, 4302 Lincoln Blvd., Oklahoma City 


President Elect 
TUESDAY, JUNE 6, 1950 
10:00 A.M. General Meeting, Mrs. Clinton Gallaher, presiding, Skirvin 
Hotel, 14th floor 
Invocation, Mrs. F. L. Patterson, Sr., Dunean 
Report of Delegates: 
National Convention, Mrs. Neil Woodward, Oklahoma 
City 
Southern Convention, Cincinnati, Ohio, Mrs. Ray M. 
Balyeat, Oklahoma City 
Fall Conference, Chicago, Illinois, Mrs. James F. Me- 
Murry, Sentinel 
Announcements, Mrs. F. Redding Hood, Convention Chairman 
Report of Auditing Committee 
Greetings, Ralph McGill, M.D., Tulsa, President-Elect, Okla- 
homa State Medical Association 
Old Business 
New Business 
Report of Nominating Committee, Mrs. Jamies MeMurry, 
President-Elect 
Election of Officers 
Election of Delegates to National, June 26-30, San Francisco 
Installation of Officers, Mrs. Neil Woodward 
Adjournment 
12:30 P.M. Luncheon, Persian Room, Skirvin Hotel (Tower), Mrs. Onis 
Hazel, Oklahoma City, presiding 
Invocation, Mrs. Marvin Glissman, Oklahoma City 
Introduction of Guests 
Short Resumé of 25 Years of Auxiliary, Mrs. E. P. Allen, 
Oklahoma City 
Honorary and Life Membership Certificates Presented 
Charters presented to each County Auxiliary, received by 
County Auxiliary President, Mrs. Joseph Kelso, Vice 
President 
Introduction of retiring State Officers, Mrs. Clinton Gallaher, 
Shawnee 
Balliet’s Summer Stvle Review 
8:00 P.M. President’s Annual Inaugural Dinner Dance 








Mrs. Clinton Gallaher 
Shawnee 
President WEDNESDAY, JUNE 7, 1950 
9:00 A.M. Post Convention Board Meeting, Breakfast, Biltmore Hotel, 
Mirror Room (includes all State Officers, Chairmen of Com- 
mittees, Council Women, County Presidents and Presidents- 
-Elect) Mrs. James MeMurry, presiding 
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TECHNICAL EXHIBITS 


The following companies will exhibit at the 57th Annual Meeting. Plans have been made 
for well arranged, interesting booths. Make it a point to visit the technical exhibits to see 
what the companies are offering the medical profession. 


Firm 
G. D. Searle and Company 
Connie’s Prescription Shop 
Smith-Dorsey Company 
The Ediphone Company 


Mid-Continent Surgical Supply Company & 


Merkel X-Ray Corporation 
A. H. Robins Company 
Winthrop-Stearns, Incorporated 
Philip Morris Tobacco Company 
Carnation Milk Company 
Sealy Mattress Company 
Roach Drug Company 
H. G. Fischer & Company 
A. 8S. Aloe Company 
Coca Cola Bottling Company 
Mead Johnson and Company 
Producer’s Creamery Company 
Dictaphone Corporation 
S. H. Camp and Company 
Beltone Hearing Service 
General Electric X-Ray Corporation 
Holland-Rantos Company, Incorporated 
The Stuart Company 
Wyeth, Incorporated 
Hoffman-La Roche, Incorporated 
W. C. Scott and Company 
Cameron Heartometer Company 
Schering Corporation 
Parke, Davis and Company 
Ciba Pharmaceutical Products, Inc. 
United Medical Equipment Company 
Ortho Pharmaceutical Corporation 
C. V. Mosby Company 
Eli Lilly and Company 
Lanteen Company 
E. R. Squibb and Sons 
Physicians Sales and Service 
Doho Chemical Corporation 
J. B. Lippincott Company 
Caviness-Melton Supply Company 
J. A. Majors and Company 
M. & R. Dietetic Laboratories 
Warren-Teed Products Company 
Tri- State Pharmaceutical Company 
Mid-West Surgical Supply Company 
Lederle Laboratories Division 
Credit Service 


Location 
Chicago, Illinois 
Oklahoma City, Okla. 
Lincoln, Nebraska 
Oklahoma City, Okla. 
Tulsa, Oklahoma 


tichmond, Virginia 
New York, N. Y. 
New York, N. Y. 
Los Angeles, Calif. 
Memphis, Tennessee 
Oklahoma City, Okla. 
Franklin Park, Illinois 
St. Louis, Missouri 
Atlanta, Georgia 
Evansville, Indiana 
Springfield, Missouri 
Oklahoma City, Okla. 
Jackson, Michigan 
St. Paul, Minnesota 
Milwaukee, Wisconsin 
New York, N. Y. 
Pasadena, California 
Philadelphia, Penn. 
Nutley, New Jersey 
Kansas City, Missouri 
Chicago, Illionis 
Bloomfield, New Jersey 
Detroit, Michigan 
Summit, New Jersey 
Kansas City, Missouri 
taritan, New Jersey 
St. Louis, Missouri 
Indianapolis, Indiana 
Chicago, Illinois 

New York, N. Y. 
Oklahoma City, Okla. 
New York, N. Y. 
Philadelphia, Penn. 
Oklahoma City, Okla. 
New Orleans, La. 
Columbus, Ohio 
Columbus, Ohio 
Oklahoma City, Okla. 
Wichita, Kansas 
Dallas, Texas 
Oklahoma City, Okla. 
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DELEGATES AND ALTERNATES 


County Society DELEGATES 


Alfalfa.. ee _L. R. Kirby, M.D., Cherokee 
Atoka-Bryan-Coal- 
Beckham.............-... 

Jonneom................) O. C. Standifer, M.D., Elk City 
ES _C. L. Rogers, M.D., Canton 
Caddo. __E. T. Cook, Jr., M.D., Anadarko 
Canadian ..M. E. Phelps, M.D., El Reno 
Carter... Thornton Kell, M.D., Ardmore 

G. E. Johnson, M.D., Ardmore 
Cherokee _.H. A. Masters, M.D., Tahlequah 


Choctaw-McCur- 
tain-Pushmataha.H. D. Wolfe, M.D., Hugo 
R. H. Sherrill, M.D., Broken Bow 
Robert Head, M.D., Idabel 


Cleveland.................. James L. Nicholson, M.D., Norman 

W. W. Wickham, M.D., Norman 
Comanche................- Fred T. Fox, M.D., Lawton 
CI is ccsinccanicnses 


_J. E. Highland, M.D., Miami 


Craig-Ottawa. 
Felix Adams, M.D., Vinita 


Custer. ..McLain Rogers, M.D., Clinton 


Garfield-King- 
fisher... _J. Wendell Mercer, M.D., Enid 
Byron J. Cordonnier, M.D., Enid 
E. Evans Chambers, M.D., Enid 


John R. Taylor, M.D., Kingfisher 
Garvin. Carl T. Steen, M.D., Pauls Valley 


Grady _H. H. Macumber, M.D., Chickasha 
Er Robert W. Choice, M.D., Wakita 
Greer ........J. B. Hollis, M.D., Mangum 
Hughes............ eRe H. V. Schaff, M.D., Holdenville 
Jackeon................... _E. W. Mabry, M.D., Altus 
ee W. T. Andreskowski, M.D., Ryan 
Kay-Noble...............- Bill Simon, M.D., Perry 


T. C. Glasscock, M.D., Ponea City 
E. E. Waggoner, M.D., Tonkawa 
Kiowa-Washita___.. 


LeFlore-Haskell......W. W. Cotton, M.D., Poteau 
K. N. Roberts, M.D., Stigler 


Lincoln ree 
Pe Louis H. Ritzhaupt, M.D., Guthrie 
McClain....................W. C. McCurdy, Jr., M.D., Purcell 


Muskogee-Sequo- 


ALTERNATES 
Forrest H. Hale, M.D., Cherokee 


Phil J. Devanney, M.D., Sayre 

W. F. Bohlman, M.D., Watonga 
C. R. Waterbury, M.D., Apache 
A. L. Johnson, M.D., El Reno 


James O. Asher, M.D., Ardmore 
Odis A. Cook, M.D., Madill 


R. K. McIntosh, Jr., M.D., Tahlequah 


Thomas E. Rhea, M.D., Idabel 
Woodrow Williams, M.D., Idabel 
E. A. Johnson, M.D., Hugo 


James F. Hohl, M.D., Norman 
James O. Hood, M.D., Norman 


Byron W. Aycock, M.D., Lawton 


M. A. Connell, M.D., Picher 
D. H. Olson, M.D., Vinita 


Ellis Lamb, M.D., Clinton 
J. G. Wood, M.D., Weatherford ’ 


Julian Feild, Enid 

P. W. Hopkins, M.D., Enid ; 
Mark D. Holcomb, M.D., Enid { 
Frank C. Lattimore, M.D., Kingfisher F 


M. E. Robberson, Jr., M.D., Wynne- 
wood : 


R. R. Coates, M.D., Chickasha 

F. P. Robinson, M.D., Pond Creek 

Tom L. Wainwright, M.D., Mangum 
Paul Kernek, M.D., Holdenville 

E. A. Abernathy, M.D., Altus 














’. J. Dougherty, M.D., Perry 
N. H. Cooper, M.D., Ponca City 
V. C. Merrifield, M.D., Ponca City 


F. P. Baker, M.D., Talihina 
W. S. Carson, M.D., Keota 


James S. Petty, M.D., Guthrie 
R. L. Royster, M.D., Purcell 


yah-Wagoner........J. Hutchings White, M.D., Muskogee R. N. Holcombe, M.D., Muskogee 
George L. Kaiser, M.D., Muskogee M. K. Thompson, M.D., Muskogee 
William N. Weaver, M.D., Muskogee Lawrence S. McAlister, M.D., Mus- 
: kogee ' 
: 
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County Society 
Northwestern 
Counties 


Okfuskee 
Oklahoma 


Okmulgee 


Jsage 
Payne-Pawnee 


Pittsburg.. 
Pontotoc-Murray 


-ottawatomie 
Rogers-Mayes. 
Seminole.__...... 
Stephens 
lexas. 

Tillman 

‘ulsa 


‘Vashington- 
Nowata.... 


Voods 
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DELEGATES AND ALTERNATES 


DELEGATES 
O. C. Newman, M.D., Shattuck 
Joe L. Duer, M.D., Woodward 
E. A. McGrew, M.D., Beaver 
Don McNeal, M.D., Taloga 
H. Walker, M.D., Buffalo 


A. S. Melton, M.D., Okemah 

W. K. Ishmael, M.D., Okla. City 

Milam F. McKinney, M.D., Okla. 
City 

W. W. Rucks, Jr., M.D., Okla. City 

Howard B. Shorbe, M.D., Okla. City 

J. B. Snow, M.D., Okla. City 

Onis G. Hazel, M.D., Okla. City 

Lee K. Emenhiser, M.D., Okla. City 

George H. Kimball, M.D., Okla. 
City 

Edward M. Farris, M.D., Okla. City 

Stearley H. Harrison, M.D., Okla. 
City 

Allen Gibbs, M.D., Okla. City 

P. K. Graening, M.D., Okla. City 

W. E. Strecker, M.D., Okla. City 

Chester Seba, M.D., Okla. City 

Ralph A. Smith, M.D., Okla. City 

Henry G. Bennett, Jr., M.D., 
Okla. City 

I. W. Bollinger, M.D., Henryetta 

Fred Watson, M.D., Okmulgee 


M. L. Saddoris, M.D., Cleveland 
P. E. Fry, M.D., Stillwater 

J. D. Martin, M.D., Cushing 

C. E. Lively, M.D., McAlester 

T. H. McCarley, M.D., McAlester 
William T. Gill, M.D., Ada 

E. M. Gullatt, M.D., Ada 


John M. Carson, M.D., Shawnee 


P. S. Anderson, M.D., Claremore 
Guy B. Vansandt, M.D., Wewoka 
E. G. King, M.D., Duncan 


_E. L. Buford, M.D., Guymon 
_George A. Tallant, M.D., Frederick 
_.W. A. Showman, M.D., Tulsa 


W. A. Dean, M.D., Tulsa 

A. B. Carney, M.D., Tulsa 
Charles G. Stuard, M.D., Tulsa 
John G. Matt, M.D., Tulsa 
Walter S. Larrabee, M.D., Tulsa 
Victor K. Allen, M.D., Tulsa 

W. D. Hoover, M.D., Tulsa 
Robert E. Funk, M.D., Tulsa 
Marshall O. Hart, M.D., Tulsa 


L. B. Word, M.D., Bartlesville 
F. S. Etter, M.D., Bartlesville 
S. A. Lang, M.D., Nowata 


I. F. Stephenson, M.D., Alva 


ALTERNATES 
Floyd Newman, M.D., Shattuck 
R. G. Obermiller, M.D., Woodward 


Dayton M. Rose, M.D., Okemah 


H. Thompson Avey, M.D., Okla. City 
F. Maxey Cooper, M.D., Okla. City 


E. E. Fair, M.D., Okla. City 

J. P. Wolff, M.D., Okla. City 

S. N. Stone, M.D., Okla. City 
Everett B. Neff, M.D., Okla. City 
LeRoy H. Sadler, M.D., Okla. City 
Jess D. Herrmann, M.D., Okla. City 


Leo F. Cailey, M.D., Okla. City 
Fenton A. Sanger, M.D., Okla. City 


Robert B. Howard, M.D., Okla. City 
Coye McClure, M.D., Okla. City 

W. T. McCollum, M.D., Okla. City 
Sanford Matthews, M.D., Okla. City 
Paul M. Vickers, M.D., Okla. City 
Vance Bradford, M.D., Okla. City 


C. E. Smith, M.D., Henryetta 
R. L. Kendall, M.D., Okmulgee 


J. H. Rollins, M.D., Pawnee 

W. H. Garnier, M.D., Stillwater 
John Martin, M.D., Cushing 

Wm. P. LerBlance, M.D., Hartshorne 
Floyd T. Bartheld, M.D., McAlester 


C. C. Young, M.D., Shawnee 
W. A. Howard, M.D., Chelsea 
Mack Shanholtz, M.D., Wewoka 
W. R. Cheatwood, M.D., Duncan 


toy L. Fisher, M.D., Frederick 
J. S. Chalmers, M.D., Sand Springs 
A. Ray Wiley, M.D., Tulsa 
Franklin D. Sinclair, M.D., Tulsa 
Donald V. Crane, M.D., Tulsa 
Thomas J. Hardman, M.D., Tulsa 
Herbert S. Orr, M.D., Tulsa 
Maurice J. Searle, M.D., Tulsa 
Earl M. Lusk, M.D., Tulsa 
Logan A. Spann, M.D., Tulsa 

I. H. Nelson, M.D., Tulsa 


F. M. Adams, M.D., Nowata 
H. E. Denyer, M.D., Bartlesville 


Rhonald A. Whiteneck, M.D., Way- 
noka 
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Dryco is not only the point of departure for 
almost every type of infant formula—it is also 
in itself a valuable food for special cases. 
Dryco assures ample protein intake while its 
low fat ratio and moderate carbohydrate 


content minimize digestive disturbances, 


The applicability of the Dryco formula is 
strikingly seen in an observation by Pitt: “The 
majority of cases of infant diarrhea, seen 

in private practice, are of such nature that 
changing the formula to one of low fat and 
low carbohydrate is all that is necessary to 
correct the condition...” Dryco is specifically 


: * 
recommended for use in these cases. 


In addition to formula flexibility, Dryco 


offers other advantages. 


Dryco’s special drying process makes it more 
easily digested by certain infants than the 
fresh milk from which it is made. It supplies 
more minerals, particularly more calcium, 
than a corresponding formula of whole milk, 
plus 2500 U.S.P. units of vitamin A and 

400 U.S.P. units of vitamin D per reconstituted 
quart. Only vitamin C need be added. Each 
tablespoonful supplies 31% calories. Readily 
reconstituted in cold or warm water. 

Available at pharmacies in 1 and 2% Ib. cans, 

* Pitt, C.K.: The Art and Science of Artificial Infant 
Feeding, J.M. Asso. Ala. 19:101 (Oct.) 1949. 


Dryco 


fomery 


a versatile 
base 

for 
“Custom” 


formulation 


The Prescription Products Division, The Borden Company 
350 Madison Avenue, New York 17, New York 











